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’I’hé Fogarty Internatxonal Center was established in 1968 as a memorial to the A

desire to create within the National Institutes of Health a center, for research

late Congressman'John E. Fogarty Trom Rhode Island. It had been Mr. Fqgaftyr e JERN

biology and meedicine dedicated t0 international cooperanon and collaboratnon
the interestof the health of‘mankind. ', s

The Fogarty International Cemter is a unique tresource w1th1n the F8eral
estabhsitxent -providing a.base for expansion of America’s health research and N
health care to lapds abroad and for bringing the talents and resources of other
hations to bear t%bn the, many and varied health problems of the United States.

“As an lnstltutlon for advanced study, the Fogarty International Center has - , .
embraced the mafjor themes. of medical education, envifonmental™health, societal - ‘ -
factors influencing health and disease, geographic health problems, -international )

‘health research and education, and preventive' medicine. Odr commitment to the ,
study of prevenuve aspects of human disease is expressed in the ‘forthcoming RN

gogar.ty International Center Senes on Preventive Medicine” 4

Improvement in the health- status of the American people will depend, in great T ™~
measure, on the design and application of _programs which place major emphasis *
on the preventive aspects of human discagf. AIU\ough health authorities generally ™ -,
agree with this thesis, there is need for more precise definition of effective methods
and programs ‘of prevention, financial resources: required to implement these pro-
grams, and, priorities to be “assignéd to research in preventive methodology. The
need to asgemble expertise in this field to elucidage mechanisms whereby the full .
impact of preventive medicine may be brought to bear on the solution of America’s S
major health problems has Been expressed repeatedly in public statements by °~ -
leaders throaghout thie health field. . '
In response to this need, the Fogarty Internaubnal -Center mmated a senes of Y
comprehensive studies of preventive medicine in order to review and evaluate the .
state of the ar¢ of prevenuon and control of human*disgases, to identify deficiencies - * .
in Knowledge requiring further reséarch, including analysis’ of financial resources,
preventive techmiques, and manpower, and to recognize problems in application of
preventive methods and suggest corrective action. _ | "
In-an effort to contribute to the educational aspects of preventive medicing, the .
Fogarty International Cénter has undertaken a cooperanve program .with the
Association of Teachers of Preventive Medicine to create fesource material to *
assist in the administratien, teaching, rescarch, 4nd servige responsm‘llltws ameng N
departments of preventive mcdncmc, to enhance collzﬁatwe activitiey, between
departments of preventive medicine and other acadeffiic units of health science ‘
schools, and to- propose national programs of teaching, research, and seryvice in
preventive medicine. Topics to be given major ‘emplfasis include the role qf
behavnoral sciences in preventive medicine, academic relationships belween depart-
ments of preventlve medicine and schools of publlc health, international and

\ AR A
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"extramural tehchinLMd research opporjunities in preventive medicine, tejching
resources of departmtenty health education, primary care and family medicine, the

4 role of ancillary health fersonpel in the healthscare delivery systems, and consumer

'

This monograph on Preventive' and Community Medicine in Primary Care. is
part of the Fogarty International Center Series on the- Teaching of Preventive
Medicine. The growing emphasis on preventive services has focused, attention’ on *
the interests and responsibilities shared by practitioners of primary c¢arc and pre-
ventive medicine spegialists. It is obvious that the knowledge developed in preven-
tion research will be applied in practice thropgh the-primary care discipliges of
family medicine, pediatrics, internal medicine and oﬁste,trics. Accordingly, it will
be- necessary for the educational process to promote the integration of these dis-

i ciplines with preventive medicine teathing in the development of new knowledge,,
" the delivery of pl:eventf\fe services and ‘evaluation of the health care system. This
. monograph attempts-to analyze ways.in which this intcgration can be accomplished.

N s

MiLo D. LEaviTT, JR., M.D.

Y - Director
‘Fogarty International Center -
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. The ATPM/Fogarty Sympos;um on Pr\entwe and Commumty Medicine in
anary Care arose from the realization that Primary Care is the most important *
single aspect in the spectrum of medneal care and, 3 the same time, the most
neglected, both from the pomt "of view of training af perSonnel and in delivery of

" services to people. Medical care has become fragmented'hncompﬁ:te and'chaotic,

" -and emisting knowdedge is not being adequately applied for preventiomr of disease
and disability. For at least a decade, leaders i in medical educatidn have been calling

« for increased and improved tdhining of primary care health personnel, both phy-
sicians and paramedics. And.particular stress has been placed Aipon the ttaining
‘of a new type of primary physician popularly called the. family physwzan This
physician carries out three major functions: he is the physician of, first contact with
the ‘patient; he is responsible fof maintaining continuity ef care; he integrates the
care of the patient. In a word, he,is the patient’s managing physician. :

Along with these developments have come new challenges in the trainipg of .uther
primary care providers such as physician’s assistants‘and nurse jpractitioners. 1
addition, in the Umted States as contrasted-with England and most of the Weste
European countries, there always have been many other kinds of. physicians who
provide primary ¢are services, such as those in intetnal medlcme «pedlatncs and
10 a lesser extent, in some.of the other specialties.” - T .

* These factors combine to create a sense of -urgengy in 1mproyem31t and ratno—
nalization of primary medical care lrammg iand in the better 1mplementat|on of
team practice to which, for many years we have all been paying lip Service. .

Smﬁlltaneously, the educators in- preventlve and social medicine have become
more, consgious of their |§olaﬁ£ from the mainstream of both training of medical
ypersonnel and delivery of services. The excmng research and dns;ovenes in epi-

- demiology and in pggventlve xducme are not being ad'eouat&y exploited ¢ either in
the medjcal, school classroom or in the doctor’s office. Doctors are graduated from
school and go into practice, with madequate knowfedge of thesg vital instruments,
for better service to the human race.

“'All of .this was brought to a head by the approval in 1969 of the. 20th specnalty
of medicine, family practice, and thg ensuing renaissance in the dcvelopment of
training programs throughout the country. Very soon many of the “best and ‘the
brightest” of the medical students were flocking into the field and within a few
years more than 200 approved residency training programs were established and
their number is still incfeasing. The phenomenon indeed?reflected a need which
finally was recelvmg long overdue redognmon . .

The medical schools responded and today virtually every school in the cduntry
either has a program of training in family medicine and/or “primary, medime or
is contémplating establishing one. -

xere is an inextricably close affinity between preventive medicine and primary *

care; Indeed primary med&al care for the individual and mass community pro-
. -,
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grams are the.two stages on which preven)ive med;cme performs. Reahzmﬁ thls
many of the forward looking people in preventive medicine dcpattments have
initiated progxﬁims in prjmary €aré 1nclud1ng- famlly practice training® In many
schools, sepasate departments of family prachse have been &stablished. In -these
instances the separatedepartments sobn realuzed ﬁte néed to have components. of

o prev&ntnv&medlcme ang family medtdnne toge'(her'and cither have developed these . .

resources within theis department; of crea&&ﬁ*thé nqcessary intdddepartmental al-
+  liances to accomplish the same objective ™ ... 0, Bt - T
. As a result of these varied- tmﬁ complex factors, wexsee primary care trzﬁmng in
the United States taking manys {Q'my-\trammg mlly sicians, greater em-
+ phasis~en p‘nmary care in the ‘trammg oft' ts and pediatridians; and new
. programs of tralmng ﬂ'o‘rreﬁhysman primary c&.re personnel. Kcﬂectlng these ’&ry-
.ing developments are the names of 'the departmemts: family - and community
mediciae; primary care; family prgotwe family and community health, etc. |

. A century ago Vll‘ChOW. sald “Medicine is a ‘sqcial’ scnenCt;, “and polgtlcs are

nothing else than medicine on'a large scale.” Preventlve-medlcme ls“ftl{e essencey
of this social science, yet it is, thc most ‘neglected area "of botlt medical education.
. and medical practice. Fundamentally, this may be largely*the result of the prevhil-
-ing mode of medical practice in the Usited, States, with its emphasis en disease
and bn commercialism to a deplorable extent. Yet medical education bears heavy ~
.fesponsnblhty for leadership to 1mprov5 the sntuatnoﬁ ' '
It is in this context that the ‘Association of Toacherﬁ of Preveninve Medlcme felt

. tralnlng canje most effectively coordinated,- andghqw one can help the other in thé
development of better informed, and the:efore 1
cians, . T ' - -

v~ In puttmg/ oge.ther thls symposnum,.ATPM recogmzes ﬂrst W all the, Fogarty
. Center for its practical assistewee in making the symposium possible; selgidly, the |
participants whg gave of their time and talent to contribute, we hope, €ome con-

e structive thoughts on the'lssues to Robert Berg, M.D., Chairman of the Depart- .»
ment of Preventive Medlcme and Community Health at the University- of Roches- )
ter, who was President.of ATPM at the timg and gave it his encpuragement and
to William Barker, M.D., Assistant Professor of Preventive Medicine sat the Uni-

ersity of Roghester, who wrote the excellent introduction, edited the papers and
~ put it all together. *

. v "/ ‘HerserT K. ABRAMS, M.D. .
: e Professar and Head. o L
\ . ' Department of Famjly' & Commanity Medicine
L, . University of Arizoh - N
: . C ollege of Medlcme 5 '
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» ' depjcted in figure 1, this question ‘th:tBes upon the areas of, “fifctional overlap/be-

s+ = Care. The task of-this symposium has been to define these overlap. areas

N »of practice, better trairiing in the health instruction 0/ paneﬂls, an

. - bolicy, s

. o
. - Y
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Inspection, palpatnompt:rcussnon and auscultation—diaghosis and treatmﬂlt—-
time- hgnored attributes of ‘the practice of clinical medncme In addition to these,
what tools and thought processes of preventiye and community, medicine should. be
included in the primary physxcnan s edycation,hence hopefully in his pracfice? As®

‘32

tween the fields of Pgeventive and’ Community Metilcmg and Primary Modical

dto
recommend ways. to optimalty mcorporate them mteaundergraduate an
graduate medical education. . : .
- The need for such curricular undertakmgs has been- acknowledged in’ the fore-y
*most assessménts of medicine and medical education in the 20th century,

. In the introduction to his epoch study Medical Educgtxon in the United States and
Canada, Abraham Flexngr (1910) observed of the practncmg physlcnan -

His relgtion, was formerly 1o Ius patient, "af mosi to kls pauems /amdy, apd it was almos; altoe
gether remedlal The patient had something the matter with him: the’ doctor was ¢alled in to
cure it. Payment of a fee ended the transaction. But the physicial's funcgion is fast becoming |
_ social and prevenuve rather than individual and cupdtive, Upon him society relies to ascertam,
" and lhcough meastires essenually educafional 1o enforce the conditions that pFevenl disease and
make posmvely for physcmI and moval well being. ’ - qx

The Report of the Commiittee on Costs of Medtcal Care Yor the Am
* (1932) %tated in the section on physncnan educauon

L)
ycan People

* Medicine is rwl an ubstract body o/ lswledge to be ‘used Ollly ina laboratory Itisa socml e
,as well as a blologlcal science, and 1t has economic, psychological, and isociological relation-
' shtps The social backgroynd and interrelafions of -medicine should be gs much a part.ef .
medical education as the physlcal chemical, and bacterjological backgrounds. Indeed this
p in? of view should permeate the entire. professional training,. . thi content and characler of
e education given to physicians*should Jocus major attention o those aspects o/ medical
kmmledge artd teclunque which in the /uture will occuipy a major paxi of the timé and altermop:r -
of practitioners. This méans, egpecially greater emphasis on preven?”"medlcme in all aspects
ore qllemwn to prob- -
lems of mema( and social admslmeqt < . N )
» More recently, the Report of‘ﬁhe Citizen’s Commxss:on on Graduat’e Medical
." . Education . Ml"lS (1966), in addressmg the tralmng rieeds of the contemporary |

-, . primary care physwlan noted: - * | '

sl

9
The young physlpxan preparing hhsel[ to offer commumg, comprehenswe care needs to know
people as,well as thegr tissues and organs, medlcal.ln'klones' cand relalzonslups as well as indi-
: vidual duease stagest, %edlcal ecology as well ds symptematology, Work in psychiatry woyld

— * give him some of this backgroufd and so would some materials from soaology and public
héalth® . . X ” . ’

« e - .

_. .Finally, the e DHEW Eorward Plan for Health, 1976~80 (1974). whick-identify-
“.ing prev;:uon ard primary‘care as two majq themes for guiding nauonal health
ted ¥ : . A
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.Introductiori/ XV

~ Primary care is the key 10 the medical services component of our prevention strategy because .
meogt prevgntive health services are provided on ar arzrbul)alory lfasis Ihrough primar)_r care . . .

., On réﬂqction, it is apparent that a mix of preventive and community medicine

" with primary care practice does in fact already exist, and.will grow considerably
in the future. “Content of practice” studies,of general practice (Brown et al., 1971;
.Chamberlain and Drui, 1975), internal medicine (Coe and Brebhm, 1972; Dowhng
and Shakow, 1952), and pediatrics (Hessel and Haggerty, 1968), and most re-

" cently the National .Ambulatory Medical Caig Survey (1975), have repeatedly -
documented that 2Q percent or more of tasks that primary. care physicians are
called" upon to perform consist, of activities such as well-baby care,4health checkups,
_health ling, immunizations, family planning, etc. The extent to which cli-

" nitians might apply concepts and tools of preventive and community medicine is
exemplified by the work of such persons as Pickles (1939), Fry (1957), and Hart
(1974) in England and Hames (1971), Robbins (1970), Bjorn and Cross
(1970) in the United St}es. The growmg emphasis of preventivé services and
public accountabrhty in cutrent federal health legislation * defines further emerging

. commumty-orrented roles for the practi®ing physician.-

To effectively carry out the many nondragnosuc nonthgrapeutic roles conferred
upon them. by therr patients and' by socrety the primary physicjans need approprr-
ate education in the soncepts and apphcauon of epidemiology, behaviorak science,
and biostatistics, as well as selected aspects of economics, behavioral, political, andﬂ'
management sciences. The content and methods.for educafing future practltloners )

t'hgse disciplines remain to be determined. A variety of sources (Kane,~1974;

k, 1974; M'on? 1970; Davies, 1971; Hozder, 1972; Breslow, 1976; Alpevt

. and Charney, 1973, and sevegal others in the’ Fogarty Interatjonal Center sesies™

"« on the Tegching of Preventive‘;%ledrcme 2) provide extensive au oritatﬁgl informa-
tion. To render this material into-a curriculum appropriate for future clinicians s

-3 challenge. A recently proposed ‘project to define the prevenuve/commumty med-
icine competencr’es required in clinical medicine should/prove partrcularly useful
. for establishing such core educauonal material (Segall, 1975). -
, Ideally, these educational materials opce defined would be 1ntegrated into pré+.
clinical and particidarly~clinical phases ogmedrcal edutation. In this regard, sur- _
veys conducted: by the Association of Teachers of Preventive Medicine in 1973
and 1974 yielded disquieting, if not unsurprising results (ATPM, 1'974). While
most medical schools reported required course, work in epidemiology, biostatisfics,
medical care, and related drscrplmes during the preclinical years, very few reported
teachmg these subjects during the last two, predominandly clinicdl %years when
students’ future practice habits are most profoundly influenced. Additionally, few
departments reported more than occasional educational input in postgraduate
primary care training programs located at their respective medical schools. With

_the growing national emphasis on developing innovative primary care teaching
pro s in both undergraduate and graduate_medical education, the time is most
propitious for incorpyra%rng' preventive and corﬂlnity medicine teaching far more
effeCtively into this part of clinical trarnmg

Against t'fus background the present symposium on Preventive and Commumty
Medicine in Prrmary Care was convened, under the thoughtfyl chairmanship of

r - .| .

‘Occupatlonal Safety and Health Act, 1970; Profesnenal Standards R¢view Orghnization

An1endment to Sogia} Security Act, 1972; Health Maintenance - Orgafiization AR, 1973;
v National Health Planning and:Resources Developmdlit Act, 1974,

* New Health Pracuuoners, Teachigg of Chronic ness and Aging; Cons net, Participation
in Heajth Care Teaching Resources in Preventiye Medlclrp
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Dr. Hcrbcrt Abrams. Parucnpatmg in the two- day dellberatlons were a hlghly

_qualified and varied group ranging from longstanding leaders in the fields¥f pre-
ventive, commumty, and family medicine to residents in training in ﬁ]ese fields. In

~ addition to a’ common commitment to seek rational and equitable approaches-to
providing health services, individual participants pfovided valuable pex’specuves .

frors a number of Dlated areas, including history, sociology, economncs, politics,

'

' community organization, and edycation. . - -
. ntents of the symposium, a serles of-six grlmary papeérs, each accom-
- panie formal and informaf-discussion, have been on‘gamzed into the following ~ *

four sections relating «tosteaching of qyeventive, and community-medicine if pri-

- -mary care: Medical School Aspects,&ntent and Methods Disciplines; and De-

livery Systém Aspects Two short essays, which were submitted by special request

followhg the symposium, ate found in*a supplemental section- at the end of the

book. The first is entitled, Preventive-C nity Medicine Roles in anary Care '

Education—The Family Practice Re,s;deﬁs Perspecuyeg and the-second is entitled

Medical Education from the Pe;spectJVe of Mmonty Groups——A Social Policy

Issue. Each section is preceded by a brief _Summary, and’ a’set of recommendatidns o e

distilled frony the proceedmgs is listed at the front of the volume. y : S -
The- symposium covers' in some depth bath the conceptual and opere;ﬁ“na? . -

aspects of the stated problem of integrating preventive ahd community medicine .,

into primary cére education. At the conceptual gvel the section on Medical School, .

. Aspects addresses the issue of synthesnzmg prevenpve/commumty medicine de-

partmental activities with those of primary care teaching programs; the sectiop on

*. « Disciplines focuses on those aspects of primary care ® which epidemiology, be-*

havioral science, economics, &tc., might mos{, productively apply;’ the: section on
Delivery System Aspects p&s(ulates a rational structbre for delivery of prevention--. -
oriented primary care serviees and agsesses the societal. forces tHat might bring =,
about such change. At the operational level, the section on Content and Methods of

- - education provides detailed ﬁescnptlons and analyses of specific preventive/com- . _ )
munity medicine teaching objectives and. methogls from several existing Famlly . b
" Medicine Programs. (Note: As the Ieadmg primary care“feaching dlsc1plme 4n )
United States medical schools, Famlly Medi‘eﬁe is the Ioglcal clinical model to .
focus upon. However, it is anticipated “that the principles and’ recommendations -
contained in this volume might agi)ly to the education and practice-of all types of -
\ primary care Rracuuoners—-e K- mtermsts pedlatncnans new health pracuuoners,, - .
\\etc) s . ‘ - ) . .-

A e . . St

\

i . - L y - s L -

To summanze amd reflect: , . 0 - .
Is this era when prevention of disease and community accoumtability, on the one v -
hand, and primary care on the ?flher arg among the Ieadmg goals of our emerging , . DT
natiorial health pohcy, one discerns mrrevnewmg-fhe sub]ect in these pages, great
- potential for these goals to proceed not only in parallel but in consort. It is equally
apparcnt that certam significant barriers must be surmounted in order to optlmalry

achieve such a mix in practice. Not the least amo 'é these are the’ followmg 1
1. The tendency for public and private financers of medica research and educa- .
tion to equate medical pregress with develqpment and mstltutlonallzmg of new’ .

measures for diagnosis and treatment of disease.
2.. The tendency in turn for the medical effucation process to foeus® almost ex-
chrvely on traditional diagnostic and therapeutic roles of the physician.

. . .
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- 3. The tendency of the medical profession to view its role almost extlusively as * |

-. that of healing the sfek. L o o
4. The tendency for third party financers of ‘medical services to ‘restrict them- N

- selves to actudrial models based on the occurrence of symptomatic illness. *

. 5. The tendency of the general puhlic t6 restrict health concerns tq the obtain-

ing of relief from symptoms. ‘ .

Some of these barriers to preventive and community-oriented medical practice
may be surmounted through education of primary care providers, as addressed in
this symposium; other of the barriers will succumb only to different kinds of educa- -
tion or persuasion, directed at consumers, elected officials, thigd party carriers,
etc. (Curryet al,, 1974; Susser, 1975). Accordingly, it may be hoped that the read-
ership of- this monograph—students, teachers,'deans, practitioners, policymakers,
and others—will not only be persuaded of the impditance ‘of modifying medical
education, but also of the necessity to participate jn the modification of other
critical factors in the fabric of our health system. Fo do less would be scarcely to
go to sea at all.- . T ‘

. WILLIAM l’l BARKER, M.D.
' ' Editor

'
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'RECOMMENDATIONS FROM THE CONFERENCE

b e

e
These recommendatnons "have been revnewed qnd approved'by a majarity of par-

ticipants in the symposnur}x They are addressed to. those persons whmtabhsh and
implement health _policy. This audience includes: RPN

=2 —Legxslators and administrators in Federal and State. Governinénts wha write, «

, fund and 1mplement legislation ‘and {egulauons pertaining: to medical educa-

. tidh' and content’ of medical pragtice (e.g., Health Manpower Training, Na-
tional Health lnsuwnce) . \

—Private foundations concerned with supportmg programs in pnmary care and -
cemmunity. Health, . D

-—Deans dnd durriculumy, committees of medical schools in decndmg structur.e, .
content, and lunding of curriculum. , . . . ‘&;, '

—Preventive/Community Medicine, Family Medicine, and other ary‘c’are‘ .
_faculty in asggssing teaching prnornues content, and methods of their depart- .

"."mepts or programs. ’ Vot L

—Medical students, prevéntive medicine, community medicine, and primary
care residents who are concerned with influencing the kind of educauon they
receive.

—Consamers who are concerned about the type of physicians graduat-mg from
American metilical schools. .

-

. L A?l'{or role for preventive and commumty medxcme (PM/GM) in prlmary
medical care (PC) should be rgcognized by alhdfrstitutions with PC teaching
or fraiing programs. Arrangem¥nts whith facilitate dikect’ involvement of
PM/CM faculty in PC teaching programs and research should be strongly
erftouraged in medical schools and other institutions with such’ programs.
Representatxves the respective fields should actively participate in meet-
ings arld other related activities ‘of eagh otHer's professional societies (e.g.,
Association of Teachers of Preventive Medicine, Socne&y of Teachers of
Family Medicine, etc.) to facilitate the building of acadermic Brldges between
PM/CM and PC.. ’

gz A core set of preventive/community medicine competencnes required for con-
temporary primary care practice should be idgntified, and optima] methods
for teaching these should be developed. Such curricular materials Should be
developed through the effortg of a consortium of PM/CM and PC teachers
"and practitioners and profesional educators, Such matenals should be made
‘available for use by all PC teaching programs and a$ ;esource material for
setting standards for the PM/CM aspect of PC training programs.

* 3. The role of PC in provndmg a full range of basic health- services to a com-
* " munity of persons should be explicitly recognized and éxemplified by teach-
© ing programs, Accordingly, such programs should Have the .{qllowmg

allnbutes (a) Based both in, community hospltals or practice settings, and

. .
. . . LY
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X | - ) - .in ademrc centers where Tesourges and support make it possible tor give
— .o o adequate training in" primagy care. This will assure adequate visibility of -
E IR primary medicine in the’ spectrum of medical care and, at the same time, fully -
'. exploh avallable commumty and academic’ resources. (b) Previde ready ac-,
' ‘cess to various commumty agencies and organizations which play 1mportantﬁ
. roles in PC (e.g., health departmems school health programs family planning
and welfare services).’ ’
e . The im rtant contributions to be ‘made by the drscrplmes of epidemiclogy, .
. o * biostatist cs, behavigral science, and selected social ‘sciences to PC service,
“. ’ teachmg, and research shoyld be recogmzed The usefulness of descsiptive
i .and ana]yuc techniques of epidemiology and biostatistics in developing medi-
. ' cal record systems‘and in utilizing these for self-audit, peer review, identifica-
. ) , tion of high risk ‘groups for délivering preventive services and conducting
e i ", evaluatigg,gesearch, should be recogniZed an§ promoted Tharmportar;krole
’ * % 1 of behawi jence dn understandmg and opumrzmg patient utilization of
e *  health services, pamcularly preventive services, should "be ;ecogmzed and
: v promotcd Polmcal and ecohomic decrsronmakmg processes should be un- .
N ’ , dgrstood by primary care practitioners fo “assist them in interpreting and v .
influencing new health lcglslatron and financing mechanisms which affect the ’
L. ,$ delivety of primary care., s i
e _ 5. The need for primary care Service administrators with managerial "and com- "~
e ' " munity-health training should be recognized. Appropriate curricular materials
) and training programs for preparmg»such individuals should be developed &t * + .
! _— undergraduates and graduate levels. Departments. of PM/CM should take a - B

-

‘o

.

L4
- ‘
-

[ Co leading role in thisgffort. . N . "'\\
3 [ / : 6. The ‘gritical role of health service finaricing in determining the content of

.

community aspects, must be clearly rgcognizedi The: benefits of PM/CM

% . * medical practice ahd .education, particularly as it pertains tQ preventive and
, aspects of PC practice in terms of effectiveness and effiiency should be well

A ~ 7 %
o 3 documented and used to persuade consumers, third party payors, “health pro- .
L fess;,on,als and pohcy-mkers of “the importance “of developing positive in-
. » - .. centives (professrona] €Conomtcy et¢.) to enhance aécess to such servrces
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The symposium opens with a series of formal and informal analySes y

of the issue of mte?relatmg the teachmg of/preventlve/commumty
medicine and primary care in medical schools. )
Dr. Tapp relates—this symposium to the: overall prime purpose of

medical school education—to train physicians suitable to meet the-

needs of society. He focuses-on the current strongly expressed need for
primary care physicians and the .role departments of preventive medi-
.cine, with their traditional #mphasis on defining and solving health
problems from the' point of view of the, community, can play in this
movement. The main body of the paper is a review of current goals
and problem lists oﬁmeventlve medicine and primary care teaching pro- *
' s in medical schools. Since the two fields have substantial com-

onality of purpose- and institutional needs, the paper advocates a
close, if no(formally consummatet relatronshlp between departments of
preventlve/commumfy medicine and ; gnmary care programs, particu-
larly family medicine. Dr. Castle’s invited discussion agrees with Tapp’s
formulation of the issues, but ¢ argues for-the creation of a new type of
community medlcme/pnmary care department rather “than attempting
to harmonize the ways of the traditional non-clinical preventlve medi-
cine department with those of the new primary,care. Expenence with
such a department af the University of Utah is briefly ¢ described. Gen:
eral discussion begins with an exchange of opposing views on the pro-
posed ' preventive/community medicine—primary care departmental
marriage. An inevitable interlude to establish & working definition of
primary care follows. The discussants then address community and
preventive roles appropriate to primary care, giving particular atten-
tion to the concept and the mechanics of a “trusteeship” between the
primary physician and his patients and community- Discussion closes
with questions of the distinction between “family medicine” and “family
pract-ic‘yand of therole of these primary care concepts in our chang-
ing soc
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ROLES OF DEPARTMENTS OF
' PREVENTIVE MEDICINE -
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Jesse W. Tapp .

- INTRODUCTION

This paper deals with d*tments of preventive
medicine faced with the current rapidly growing in-

terest in primary cate. Already, a number of medical
schools have linked thése elements, both in school
> structure ar function. I will review the desirabil-
lly of this development in view of the general ﬁur-
poses of medical éducation. First, I will look at '
medical education in general, and thep turn to the
specifi preventwe medicine and primary care,
especialff as “they: pertain to meeting society’s
expectations. -
Medical school is convenuonally viewed as a triad
of education, research and gervice, with increasing .
attention currently being given to the last.of these. .
What responsibility do we in medical education have
for helping to, meet yjoday’$ health care needs? We,
continually have to ‘explain. that, for us, service and
education’ are indivisible. Our unique function is to
meet manpower needs for providing health care. To
achieve this, the pracess of educating physicians at
all levels should be focused on the identifiable needs_
of society, both in providing adequate numbers of *
physicians and in,preparing them with skills and at- *
titudes conducive to serving society. Graduate medi-
cal education needs to be much more attentive toz
the needs of society for the various kinds of spe- ¥
_ cialty manpower, as well as to the problem of
geographic, distribution of health care provnders by
whatevcr mechanisms will work, Likewise, graduate
education must prepare physncxans for medical prac-
tice arrangements which are not only cost effective -
for. society, but also tondugcive to continuing educa-
. tion, focused on demonstra ed needs fog health care,
not just the preexisting interest areas and current
novelties attractive to physicians. :
Medical education may also serve society in the
t ’ '

.
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preparation of allied health And physician. support
personnel, so that physitians\and other .providers “of
health services can work more\productively together.
With all of the verbal recogRition. given to the
“health care team,” it is still unclear who should
lead and who will serve on tht téam. The role of
the medical school in preparipg’ team members
seems to be just as confused as the role of the phy- -
sician himself within the team. Improved health care
teamwork in the community will require more ef-
fective learning in the formative years of physicians.
Medical care is being provided to large numbers
of patients in order to achieve the educ tional and
research missions of medical edugators. Providing
this care could afford opportunities for r’esearch and
development in improving the health care ‘system
«also. Educational,experiences for students in the pa-
tient care systems of commumtles should include .
finding ways to expand care in rserved .areas.
Edicational experiences in rserved  areas
should be more cenducive™to gNemg practice in
these areas. Until we put as mlcéh “effort into the’
quality of the educational experience aj at meet-
ing,health care needs as we do info the more*eso-
teric aspects of medical diagnosis and treatment, we
cannot expeet to have physicians oriented to com-
munity service as much as they have, been to re-
_search and subspecialty practice in the past:
WHhile.meeting thehealth ‘manpower needs of so-
c1ety, we are also meeting the career goals of futute
professnongls, which may be aq,much of a service to
-the community as is direct provision of patient care.
Medical school proyides. accgss to becoming a phy-
snc1an net only as a traditional middle class career
pathwaghut now increasingly as a vehicle for mii-

nority ojortunity. We have to be careful, howevery
that wé do not confuse career opportunities for mi-
nority students with attempts to meet health care
needs of shortage areas that require another kind of
effort for solution. Minority students have no more
obllgauon to help meet the needs of shortage argas
than do any others, but they have potentially great
sociocultural advantages if they do enter practice in
the settings in which they know-the language and .,
way of life. ~

. Scientific exploration continues to be the basis for
many health improvements in society, if kept in
perspective along with education and service. Medi- .
cal facultiesiconduct research in al, three areas of

. their c.ompe_telte,'basic biology aod chemistgy,

-

-
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clinical medicir® and community health. More at-
tention is needed for the last{’ the commumty ex-
pects the\;tttunons it supports to be responsrve to
its needs. Medigal*chpol responsibility to’the com-
munity often has been expressecﬁ primarily in tradi-
tional departments of preventl medicine, and it is
to this area «hat we now jurnffor the fE'st of this
discussion. o '

¥
'

DEPARTMENTS OF PREVENTIVE MEDICINE
e <

The long.and often distinguished history of pre-
ventive medicine in medical education has been well
documented and analyzed (Grundy and Mackin-
tosh, 1957; Shepard and Roney, 1964), 'yet its na-
ture and definition are stilt debated and the ‘necessity
for departments as such frequently questioned. In
spite of the popular belief that an ounce of preven-
tion is worth a pound of qure, the pop"lar Ppurse still
.supports cure far more handsomely. Departments of
preventwe iedicine exist in a variety, of forms, rang-
ing from being the catchall for whatever . is not
wanted by ofher departments to anothes extreme of
beiffg separated from the medical schoel altogether
* as a se¢hool of public health. “Some feel that depart-
ments of preventive medicine are not needed be-
lieving that all clinical spetlalttg:s teach .preventioft
adequately in n thejr own ways, and furthermore that
epidemiology and biostatistics should_be taught by
those who actually apply the fruits of these tools in
practice. Nevertheless, separate departments of pre-
ventive medicine persist in most medical schools.
. The educational objectives of preventive medicine
teaching in medical school may be charagferized as
follows: (1) Doctors should be. able to use a null
‘,hypothesis in evaluating the statistical significance
of biomedical data. (2) Doctors should be able to
use a denominator in search?ng for and evaluating
causes, cures and care processes. (3) Doctors
should be able to use the vital and health statistics

~ of -their population in clinical decrslonmakmg and
problem solving, both for individual patients and for
entire communities. (4) Doctors should be skilled in
using environmental and occupauonal health data
in patient-care and communrt’y leadership. (5) Doc-
tors should know how to use behavioral- science
tools for understanding and modifying health and

disease behavior in patic and populations.
(6) Doctors shoukd- understand an red to
participate in the processes of health service plan-

ning, organization, and administration.

: . A
'Fhese objectives are pursued'in a varjety of edu-

cﬂuonal and service programs. Preclinicgl courses i
the basic drscrplmes of epldemlology and biostatis-y
tics persist in spite of arguents about relevance_,
ahd usefulness for most studemts. Fleld trips, famlly

studies, home visiting and home care' programs are -

used in demonstrating the applications of preventive
‘medicine doctrine. Learnifig by dong is popular in
student projects-and research involvenient in epide-
miology and health,services. In the past, widespread
medical school disinterest in ambulatory care and

" outpatient department operations .sometimes found

fhem relegated to departments of preventlve medi-
cine where they might serve to- démonstrate the
practice of clinical preventlve medicine as part of-
comprehensive care. (These ambulatory care opera-
tions now represent money in the, bank for those
departmepts wishing to express ‘themselves in the
new era of prlmary care populanty') ,

Graduate programs in preventive medicine are
more common. in schoofs of public health but also

- have been develbped as residencies ja preventive

medicine or master’s programs in commumty health
in a few medical schools, with or without a related -
master of public health degree.

The problem list Tor a typtcaldepartmen.t of pre-
ventive medicine might read ‘s follows:,

1. An appearance of diffuseness, lack of clear

0

identity or unique contribution in the medical school «.

curriculum (Versus the more simply defined content
of the clinical and basic science departments).

2. Student unrest and/or disinterest, questioning
the relevance of biostatistics, e¢pidemiology, etc.

3. Departmental isolation, being neither a pure
basic science nor being regdily accepted as a peer
by the other major clinical specialties. ‘

4. Medlcal indigency, Yacking the cash flow
which derives from major clinical practrces and ac-
cess to hospital beds. . -~

5. Inadequate, if any, physical space in the “aca-
demic medical center.

6. Dependence on community agencies agd,vol-
antary faculty for teaching and research, as well as
sgrvice. . . ,

Facing such pernrcrous problenis over the years,
some new formulations for preventive medicine
have been put forward and have found their ways
intg departmental designatjons. “Community Medi-
cine” now claims the most adherents, but confusron\
has been compounded.

Some define “Community Medicine” to "mean
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diagnosis and treatment of the community, as if it !
were a patient (McGavran, 1956; Deusclrle e\al
1964), giving a unique focus to the commumty as,
the object of interest and work. In this camp, edu-
cational objectives give elnphasis to knowledge and
skills dealing with groups and populations for preb- *
v lem solving, environmental control, health educdtion,
etc. Educational methods focus on studying entire
" communitieg with the intention of developing end
—implementing3olutions to defiped problen§s Personal
+  health care to individual pauents is not generally of .
+ primary: €eoncern, and may be actively avoided.
_ Others interpret “Community Medicine” to mean

g Roles of Departmen s8/5°

oo
@tely by the desngn of those who feel that no phy -
sician can competéntly deal with all agesof pauents
with™ all sorts of .presenting _complamts (I am,
tempted to draw an analogy between our letting gen=

eral practice decay and the origins of the current

energy crisis. Society failed t0 see the impending re-
sult of the overuse_of scarce resources. No' provision
was made for economically meeting everyday needs,
either of energy or health care. Will society enjoy
, Tediscovering a simpler lifestyle in the same way . I
" that physicians are rediscovering the pleasure’ of
taking care f whole people and whole families?)
Now- family medicine has emerged as a recognized

medical practice in ¢ommunity settings, giving em-  specialty defined- in terms of breadth father “tHan”
phasis to the health care delivery system. Educa-  depth. Though it is viewed by some as bging the
tional objectives cit¢ availability, accessibility, ac-> jack of all trades’ and the master ‘of nohe, \many
ceptablllty, equity, and quality of personal health ' family physicians see themselves going well beyond
care services. Direct concern=#%"¢xpressed with. pro-  the level of primary care to provide secondary, and
» * viding health care facilities, funding, medical man-  even tertiary care in situations in which theyfeel
. power and teamwork. This orientation. is more  able to perform. All in all, it appears that hardly
, sympathetic with'meeting demands for sickness care,,  anyone wants to be. either limited to, or excluded
' as well as preventive health care. It is also, more  from, primary care. Everyorie would like to have a
» conducive to a coalition with pringgry care providers  piece of th® primary care action, if it appeals to
in the pragess of delivering health cafe in such lo- them or meet3 their economic needs to do so. .
catiens as neighborhood healgh centers, HMO's, etc. Other kinds of providers have been getting on’the
o - .. ) primary care bandwagon, with and without our help.
PRIMARY CARE Physician's assistants are being trained to provide ™ -
: ’ s primary care on independent duty, perhaps with
_Let us now turn to primary care in medical edu-  special teldcommunications linking them to physi-
. cation gnd explore its relauoélshlps with preventive  cians for supervision ~and d¢cisionmaking. The
and community medicine. Especially since the time _ nursing profession is beginning to take greater in- __
of the Millis Report IMillis, 1966), increagjng  terest in primary care, in some glaces providing di- 4
recognition has been given. to educating physiciahg  rect services without any physician involvement.
for providing ‘primary patient care as primary in it- + Needless {o say, nurse practitioners hotly debate to
self, not simply secondary to other specialty training. what extent they are physician’s assistants in primary™ 2
Afmong traditional specialists, pediatricjans. have care. Leg:slauon now defines the cxtendetd rgje of =

beeh especially receptive to the importance of pri-
mary _care, including well-baby and child health
care. Nevertheless, their doctor orientation to sick
care has bepn frustrated by the preponderance of
well children; consequently, the latter care has be-
gun td be relegated to non-physicians, especially
'where ineeme protection is not at stake. Internists
have had much more difficulty’ clarifying their roles _
¥ asconsultants ‘and also as primary doctors for adults. -
Surgeons, too, «continue to offer themseives as pri-
) »mary care providers and in the proeess ha¥e, been
accused of providing twice as much surgery as may
be required by the general population. Meanwhile,
the old-fashioned general practitioner has all but
disappeared, partly from neglect and mor,e‘de]ibér-'

.
Q
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Aruitoxt provided by Eic:

" and’recognition of other kinds ‘of care for referral or

the nurse in somé situations that do not require , ., ,*
physician participation. Patients themselves are be- , -
ing taught to examine every orifice, with or without,
interpeetation of their findings. Self care has always
been the most basic form of primary care and still
may be preferable to inappropriat¢ subspecialty
care. o -
Educational objectives for the teaching of primary
care in medicdl schools havk varied according to the *
setting in which the student has been exposed to pri-
mary care. The focus usually includes health main-
tenange, episodic, acute and emergency care,
psychosocial care, continuing care for chronic illness,

consultation. The teaching experience for attaining

o
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such'objecuves has been vai"m)rsfy packaged Each
M 'pecmlty department has, operated’ its own outpauent
o department with the objectrve -of %eemg new patients
. and following old patients, -befote. and -after hospi-
talization, not ordinarily with the objective of pro- *
viding either comprehensive or coftinuing care.
Attempts are bemg made to coordinate or}{pa{wnt
_services by improving sysiems of communication: be-
_twsen the different specialty “ervices, and are Re-.
gmnmg in turn o p?ovrde some form of continuing
* care tq patients."Sometimes this chore is ‘delegated
. ta departments of preventive or community medi-
—gine with the idea that their concern for health
servrce orgamization could, result in a werkable sys-
tem. Fatulty representing all specraltres may func-
. tion as a -group practice and even as ‘a health.
maintenarice organization. It is not inconceivable
that spch organ&tlons could-provide comprc’nensrve
and cpntmumg patient care teaching mgdels at pri-
" mary, seondary, and ftertiary levels. without the
need for a special primary care organizajion. Othew
teaching. approaches arc predeptorships and other
assigriments  With family doctors, rural _praetices,
‘butsrde agencies, chagity clinics, - and emergency
services. - <
ombinations of specralrsts mamly intgrnists and
pediatricians, are providing primary care Iearmng
experience for students, sometimes in' competition
with family medicine progranfs, which also offer pri-
'mary care , experience withi the same medical
N school. Sote family medicine enfhidgjasts prefer to
remain seffarate from other primary care_providers
- while struggling to gain recognition apd legitimacy.
Medlcal schoetshave to copsider whether or not to -
grant departmental status to primary care and/or
family practice. If so, what entity will it be? Already
. marfy departments of family medicine have been
establ’f‘shed largly 1n response\to political pressure,
both informally and by legislation. Elscwheras pri-
mary care and family medicine programs remain as
coalitions of ambulatory service facilities with input
. « from multrpl€ departments, or as nondepartmental
entities, perhaps attached to the dean's officc. Am-
bulatory and primary care séctions are recognizablc
in 'some departments of pediatrics arid medicine.
The rise ofrmerest in family practice is undoubt-
edly the most spectacular aspect of the primary care®
. picture today, beginning with the recogmtron of
Family Pracgce as a specialty with American Board
certification in 4969 and the rapid prolrferatron of
. over two hundred approved residency programs. Ac-
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~ gording to the’ American Academy -of Famfly Phy-

‘trained in this n

" the family physicia
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sicians, thesc programs attrieted "almost twq thou-
sand graduating student applicants from, U. S.

. ]

-*medical schools in 1974. Increasingly large humbers _* -

of students and
ly. defined specralty ~The most
characteristic feature of family practrce is the oppor:
tunity for 4 single physician to pgxrde care tolan
entire family, which is clarmed to be" more efficient
and personal than the usual multrspecralty approach?
Likewise it is claimed that consultation and referral
can be minimized and”done more readily. and effi-
ciently whén required for some #e to ten percent of
patient problems Comprehensiveness and continu-
ity of Wate are extolledas the -primary virtues. It’ is .
expected that the family physician will assume the
role of leader of the primary care team. "The leader-
ship role is not clearcut with regard to theé other
medical .specialties except in ‘those-situations where
controls the, flow of patients
and income to the glher spegialists. . ¢

-, The problem list for departments of family medi-
cine in medical schools reSembles that of pteventive
medicine in some respects, adding in their. lack of
specially trained and experienced faculty members. ‘
Family medicine has had to draw its initial faculty - |
largely from the preexisting academic specialties, °
but is now‘begmn;ng to train its own. The lack of a
strong rescarch backgtound is being remedied, es- 4
pecially in the study of the pattern of illness and the
pattern of practice in family medicine and primary
care. Lack of aca;lem]c space requires heavy reliance

on community hospitals and community health care
facilities and limits the visibility of family medicine

in the academic medical center, In the traditional
curriculum, no time was allocated for family prac-
tice training. Howeyer, the plethora of new surricula

in medical schoos provitle mcrea;mg opportumty
for pengtration and reorientation to family medicine.
Lack of hosprtal beds and OutpauenNDepartment
spacc havé hampered the development of family ~~
pragtice. Ldck of recognition by the traditional spe- >
cialtics has been helped by the recognition of the
American Board of Famrily Practice and approval of
residencies in fa‘mily medicine. This entire phepom- ‘
enon is only five years, old, and is not yet accepted
as reality by some cautious souls.

" The sudden popularity of family medicine among

&otemial residents want to be

,
N

_students and resitdents appears to.represent among,
“other things a widespread desire to retugn to-a.sim-

pler lifestyle in more pleasant surroundings. It is pot




. - at all clear yet whetheg the ~fam1|y unit is really go-

name is not still a‘euphemism fo5 general pracuce
_ Certainly the emphasis on the’ family is the ue
| . characteristic of the dffcipline and holds vast po-
tential to reorignt thlﬁkmg and practice, especially
Along preventxve lmes

. PREVEN’TIVE MEDICINE—PRIMARY CARE
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Departments of preventive medicine have betn
¥« - drdwa into the primary care phenomenOn and some
‘have joined forces with family medicine in joint d’e-
partments. By .1974, 17 of 776 departments respond-
- ing to a survey by the Association of Teachers of

_ Preventive Medicine (ATPM, 1974) were condutt-
ing family praetice residencies. As noted, preven-
tlve medicine needs help in st®hgthening its ‘position
“in medical .schosls. and also has resources to offer.

. . Preventive medicine is expected ta have the tools
for the study of health care problems of population
groups, and primary care segms to be the area in
. which to apply these tools. At the same time, pri-
mary care needs support. It lacks departmental re-
sources and is not yet widely recogmzed as a legiti-
mate entity int academia. It is natura for preventive
medicine and pnmary care to join "hands to share

- resources dnd e complementary goals.
* Educational objectives common _ -to_ preventivé

.‘/
.

-

+ ing to be the basis for this practice or whttber the -

medicine and primary care include knowledge and -

- skills in the areas of health maintenance, compre-
hensive care, behaviora] -and social determinants of
illness and management of c¢ommunity resources to

' provnde con’immy of care. W

The adwantages of collaboration between preven-
tive medicine and primary %are suggest that* the
combination can be synergistic. Common educational

: ‘objectives justify taking advantage of student-and

physician interest in, patient care to help improve
:  the impersonal image of preventive medicige. Com-
bination of efforts should provide more efficient use
of space, curfigulum time, faculty, and commumty
tesourcek for teaching. Joint prografns can epcompass
the entiré®spectrum of care from an individual pa-

7« tient, through his family, on te the entire confmumty

“If services can be made operational for the enti
spectrum, it should be easier o prmnde.heaﬂ care
Mntervention at the “most efftive level. This would

. be true especially in coping ‘with chronic, disease

<> .

4

L 4

problelnd where intervention rcqu\g%dhealmg with ~
gll age groupuand mulugle risk facto :
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In order -to provide good primary care, critical
selection and evaluation of preventive health care
measures_is required. Otherwnse, ltems ~of ‘doubtful
validity may' be embraced’by primary care’in the

, effort to appear cloaked in ‘eventlon Likewise,

preventive medicine enthusiasts require. clinical

- feedback from 'primary physicians about feasible

farms of prevenuon and current disease problems.

* Health services evaluation at all levels can make

'ood use of controtled climical trial methodology,

requiring collabaration of preventive medicine with

primary car¢ physncnan; This sort of c‘hmcal re-
search takes advantage 'of mutual concern for recog-
nizing the natural history and spectrum of disease.
Both preVen* mediciie and primary care.are
undertaking t reduction of risk factors and mea-

sirement of outcome. Both require community re--

sources to achieve goal “of improved health
status for each patient in tht population. Occupa-
tional health is an example "of an area in whie¢h pri-

mrary care and preventive medicine are in practice-

simultaneously with individuals and entire work
groups. -
Close collaboration also has risks and disadvan-

_tages for both preventive medicine and primary

care in the medical school. Areas of antagonism
exist along with synergism. Both have ugjque mis-
sions, beyond the areas of common concern. Pre-
ventive med:cme must_be ahle to maintain an
émphasis on the. commumty as a whole, while the
primary care physician focuses on a close personal
relationship with each individual patient. One or the
other of these emphases in. teaching, research, and
sefvice may be overshadowed by the success of the
other or may- be hindered by the failure of the
other, affecting tMe perférmance of both. At the
present time the popularity of ~primary are and
family -medicine has the potential to eclipfe preven-
tive medicing in the competition for scarce| resourges
in the medical school. At-a umeq of disenchant
with government and the ‘growing anonymity of

mass society, students and teache.rs may tg.nd to ;urn‘

away from the community as, a,whole to give their
attention to the individual and the family, Never-
theless, prevertive medicine areas such as health
educauon environmental health and, didease eradi-
cation tequire continuing strong emphasis on com-
munitywide “effort. Internationat “heajth programs

. become more: and more critical as the magnitudes

of current wosld health problems increase, No dim-

.

inution of effort in ‘these areas can be co'r'ldonw, v
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regafdless of how much devotion primary care edu-
cation must show to the pemonal elements of doctor- .
_patient relatxonshlps, and the excellence of dxagnbs-
,tic-and treatment services.

'Ihose who ‘vant to work with.this entire con-
tmuum of care from-the individual to the whole com-
munity must be commxtted to securing adequate
educational resources to perform the whole job.
* Otherwis€ the risks of close collaboration may pro-
duce more confusion than success.  °

Having rev1ewed the current status of’ preventlve
medicine, and primary care in medical educ.auan,
we must consider whether they should follow a com-

. mon pathway. We-do not have firm scientific evj- -

dence favoring joipt efforts. Thns,decnsxon must be
like most clinical impressions, hased on the" judg-
.ment of those doing the ,job. Primary care provides
.. good clinical experience in preventive medicine and
likewise requires preventive medicine expertise to
achieye~the goal of health mamtenance .and com-
prehensive care. Joint #nid 1ntegrated programs are
now functioning WA and thus are possible, even
though great care will be required to keep them in
balance. This combination may work better than. the
past experience of seeking primary cgre ffom the”
tertiary care oriented specialties. If prevemlve medi-*
cine an:i primary care dq find happiness "together,

e i v P

. Millis, JS

they can bg expected to produce happmess in
society. ’
. 4
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I agree with the problem list outlined by Dr. Tapp
- for Departments of Preventlve, Community and
Family Medicine it medical schools. They can be
sﬂn;manzed as: (/B isolation from the mainstream
of student and housestaff teaching and from the
kind of research that interests academic faculty, and
(2) lack of strength and resources' to influence and
affect decisions that .will promote Preventive, Com-

- . manity or Family Medicine.
My comments reflect my personal experience
I ) /‘over the past four years in planning and developjng
a new Department of Family and Community ;d?di-
cine. In the spring of 1970, I spent three morylis at
a well-known school of public health located in the
East. My experience there was disappointing since

cessfully integrate the teaching of preventive medi-
cmd epidemiology, biostatistics,, behavioralesgience,
economics, management, health planning, etct, into
the education of the” people who would be respon-
sible for delivering health care. The isolation of this
. school of public health,{rom the medical school, as

well as from the jmmediate.problems of health care .

in our country, was quite surprising. I did meet sev-
eral people who were siruggling to acquire the skills
necessary to study community health problems and

“to incorporate this ,study into the curriculum’ for ~

those being trained to deliver medical ‘care. How-

ever, I had great dlfﬁculty finding successful models
_inspiration. or even direction. ’

.- In an article published in the Archives of Internal

.# Medicine, Kaplan (1972) defined “community

medicine” as the delivery of health care in the com-

munity (a definition quite different from™ the one

N presented by Dr. Tapp) and noted the advantages

to medlqal schools in eschewing 1nvolvement in the

deli\'ery of medical care. His opinjon was that if

ey Medical sch gculty did become involyed in pa-

. tient carey they sheuld always be in a posmon to

opt out of such activity if the service function be-

‘
E .

it appeared that little was knowit about how to suc-

—t

cdme too hel§gy. He indicated his impression that
" community médicine was superficial, ineffectual, and
irrelevant. For example, he described outpatiént
clinics as “inadequate facilities for disinterested
fagculty to take ‘care of uninteresting patients.” He
clearly felt that Departments of Medicine should not
becomg .involved in deli re to community
populations. C,
With our similar packgrounds of training in in-
ternal fedicine gfid academic careers as biomedical
investigators and_teachers in a subspecialty (he “in
Enddcrinology and I in Cardiology), after review-
ing the urgent needs for improved delivery of care,
we disagree on the future role of medical schools
in meeting these needs. Unlike Dr. Kaplan, I sub-
scribe fo the definition of community medicine pre-
sented by Dr, Tapp, i.e., thg identification. and
solutign of community health problems, and feel
that medical'®hools have a responsibility to become
involved in communit)'i problems and their solutions.
My comments ‘regarding Departments of Preven-?
tive Medicine, Community Medicine or Community,
«and Family Medicine are based on the. following
assumpuons
. Health Science Centers with their medlcéT
schools have a responsnblllty to_provide leadership
in meeting health care manpower needs, particularly
within the region 19/wh1ch they are located. It is not,
enough for a Health Science Center to train a suf-
ficient number of providers; the providers must also
be approprlatc in type and must be egupped to

meet the needs of the community. , Physnc(;a/ng,aﬁ'
other health workers -should be educated’ \partici-

th_care.
ealth
tive

pate in a team approach to delivering hea

-2. Health Scicnce Centers must researc
care needs apd formulate gnd evaluate alt
, solutions fer community health problems. . -

,v 3. Health Science Centers must be able to negou-
ate with the people in the community in a ‘mutual
quest to provide appropriate solutighs to health
problems. - ‘

4. Since most médical schools operatg on a de-

'partmental structure, we must assume we will con-
tinue to operate With this administrative "arrangement
for the immediate future. Perhaps this is not the
"best arrangement, but in established  medical schools
it appears to be the only: acceptable structure at
présent. g

1 doubt that the public or even' the decisionmak-
ers in the Heakth Science Cene}ers perceive a strong

’ .9
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need for epidemiology, biostatistics, behavioral sci~
ence, and environmental agd occupatlonal health,
etc. We in preventive and community medicine §
the need so clearly it is incomprehgnsible that others
dg not: We will be making a mistake, hov\ever if

o not remind ourselves c@e lack of under-
standing of and interesy in these d:scnplmes in
nfedical schools. The, terms “Preveptive Medicine,”
“Social Medune, Commumtz Medigine” -and
“Community Health” provoke a' variety of feeling ]&
and reactions—mostly negative. Even though t
term “Community Medicine” is becoming more fre-
quently used, it still has not proven very’ helpful in
conveying to people outside the field the goals and
functions of sych a discipline in_a medical school.?
The similaritics among medical schools in their De-
partments of Internal Medicine, Pediatrics, Surgery,
etc., make these disciplines easy to understand but, |
unfortunately, this is not true for Departments of
Community Médicine. For example, if we consider
the enormous differences in the, commumties that
surround Mt. Sinai Medical School ‘and the Univer-
sity of Utah, we can imagine how different their
community medicine activities are likely to be. Ap-
preciating the diversity among those attending this
conference, I 'suspect we will have. many differences
of opinion regarding Departments of Community
Medicine and théir roles and whether they should
be combmed With other departments that have
cligigal responsxﬂln cq Ideally, however,: it scems
b?The overall g%fs of such departments should
be consonant even if their activities vary.

We must deﬁnﬁ,—éevcral ferms befor'e we_proceed -
in our dnscusston 11t should be ‘noted that thesc are’
he terms and
their definitions follow:

< to a’ whole spec-

1. Preventive Medtzll)b
trum of activitics aimed”at the prevention of dis®asc.
These may run the gamut frcm primary -prevention
(removal of the risk-or initiating force) to prevent-
ing complications of a terminal illness.

2. Clinical Preventive Medicine is the apphication
of the knowledge of preventive medicine to indi-
vidual patients. An exampte would be the tyf
prospective medicine advocated bz Robbins a
Hatk (1970) in the Health Huzard Appraisal or the
activities performed in routine well-baby care.

3. Community Medicine is the identificatiorr and
solution of community health problems. This is
medicinc of the community and’ not in the c8m-

munity. Tt is an academic disdpline and includeg .

epidemiology, biostatistics, behavioral science, en?

* vironmental . and occupational” hea'th, economics,

A

2

management, . -

4. Pmnar"'Caré' is firgt contact ca[‘e that pro-
the patient's €ntry point into the! health. care
ystemX\The primary carc provider: .
a. evaluates tHe patient’s total health needs,
provides personal medical care within onc er
more fields of medicine, and when indicated,
refers th¥” patient to appropriate sources o{
care while preserving ‘the contmunty of his’

; care; ,

“se b “assumes responsibility- for the pauents
comprehensnvc and continuous health care,
and acts, where appropriate; as the leader or
coordinator of a team of ‘health care providers;
- C. accepts responsibility for the patient’s
total health care (preventive, dlagnosuc cura-
tive, -and rehabilitative) wishin the context of
his environment, ineluding the community and
the family ‘or comparable social’ unit. -
s Family Practice is one model for" delivering

»

- primary care. Tt synthesizes and integrates a wide

.selinical medicine with community medicine.

rfnge of medical and personal skills into the prac-
tice of a single physician. A family physician is one
who provides comprehensive, continuous care to all
members of a family, /.
'b. Family Medicine is a discipline concerned
with the relationship of life in small groups o health,
illness and medical care. It focuses on the rclation-
ships between the individu®1 (patient) and the fam-
ilies, and between famglies and thglr surrounding
¢nvironments. As such it represenis a continwum of

. Traditional departmcnts of preventive medicine
haVc not generally played a prominent-role in re-
sponding to the perccived needs either of the com-
munity or of those who provide direct medical care.
In fact, in many schools diseasc prevenuon)las been
better taught by other departments, c.g., pediatrics.
The problcms of isolation and lack of resources and
strength among departmcnts of preventive medicinc
have sufficiently handlcapped them to make them

, incffective in thistarca. There is an cvident need for

instruction in . cpidemiology, biostatistics, environ-

* mental and occupational heath, behavioral scierfce,

nagement and economics for those who will be

a
L2 . . . .
&wcrmg health care. The unresolved question is,

where should thcu disciplines be located in medicaf
schools and how should provjders 8f carc obtain the -
*. knowledge and <kills they need? Separation of these
disciplines into schools of public health has’ created

Jbarriers and cffectively precluded their access by
. & e
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- from such ,dlsclplmes '

medical students, housestaff, and medical school
these disciplincs are to be taught
in the medical schoo), for their survival they should
be grouped together within a unit-that##as clinical
responsnbllmes which relate to the needs and in-
ter¥sts of medical studenty. There must be a better
demonstration of thet app 1cab1l1ty of rthese disci-
* plines to solving 'problems physicians deal with
today and in the futurp. | .

In order p train qualified health providers in cost-
effective primary care, whlch is responsnvé to the
needs of families and communities, we need new de-
. ‘partments of -preyentive or community " medicine
whichs have been, sufficiently altered to take on sugh

" responsibility. A department combining community

, medicine ahd family medicine and offering a resi-
(kncy in family practice is attractive in some areas,
bﬁt'perhaps inappropriate in others. Local needs and
circumstances are sufficiently dlvgrse to make one
reluctant to generalize about such departments. Un-
fortunately, 1 am not aware of any studies that
document which arrangement in a medical schoal is
the most effective -in cultivating health providers
with the knowledge, skills and atutud‘es obtaipable
As pointed out it Dr. Tapp's paper, family prac-
tice programs havé been handicapped because of
theit origin outside the‘academic community. They
have been mandated by the Iegxslature in some
schools and by the organized general practitioners
*in others. The “conflict between training the “‘super
doctor” or a‘new type of physician has not been re-
,solved. Separation of family pracuce training from
"the academic community produces the same prob-
_lems encountered by teachers traingd in community
colleges rather than universities. The superficiality,
triviality, and ossification, emphjsized by Silberman

(1970) in Crisis in the Classroom, which has oc- °

curred among teachérs trained in commugity co'-
leges could be duplicated in the products of family
practice education. Family pracuce is still in transi-
tion and must bécome more of a “cerebral’;-pursuit
if it is gomg % have a Iong ‘life. Family practice
education already has great advaniages over the

training previously provnded to the general practi-

tioner, e.g.: - s
—Training is Ionger ‘and better.
= Status ang-a standard of quality have been at-
taiped th ough specialty boards, in family prac-
 tice and crgannzauonaheprcsentauon in groups
"that aré making decisions about the futurc of
medical education and practice. .

Q
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—Many outstanding medical school graduates are -

. being attracted into family pracfice.

oped autonomous divisions or departments of
Family Practice or Family Medicine and sup-
port is being provided to formulate goals and
evaluate effectiveness of teac}wg students and
residents. %
~—Qver two hundred Family Pracuce residencies
have been established with 1,200 first-year po-
sitions for which there were approximately
© 2,000 apphcants in 1974. ) r
—Many of the Family Practice training pr gtams
‘have the following attributes:
—Learning: settings and patients Slmll
the type qualified physicians will pufsue
* later~are being used to provide experi-
_ences relevant to ‘practice.
—Knowledge and skills in human behavnor
__group dynamics and health hazard assess-
ment for individuals, .families and com-
munities are being tay ht.
A gobd beginning has been’ mia/ but the advan-
tdge of Family Practice over other clinical special-

ties in training physicians to megt~the community ..

needs in health care must be dgmonstsated. If family
physicians can be cost.effective,d suspect they will
be sustained on this basis alone. f’referably, if they
provide better care with better outcomes as ‘a result
of‘eé;loymg principles not embraced by other dis-
ciplines, they can be sustamé& on this ground.
Fhrough.a synthesis of ily and commumty mgdi-
cine education, efforts are being made to do the
following for family physicians: <7 .
—Creatc a systent for accountabiljty and feed;
back regarding the quality of care provnded
—Utilize what is kmown about familigs and Aiow
this affects the problems they have.
—Develop a techniology that is unique to Family
Practice, i.., classifi¢ation of pauent behaviors
at the point of contact with physitians and a
stheme for classifying interacfion’ between pa-
" tients, families and their environment. ",
Some have argued that ‘primrary care and family
medicipe can be practiced well by individuals
traineg in Internal Medicine, Pediatrics, Obstetfics-
Gynecology, or even Surgery. Others hwfgfl:ﬁ:-
tioned: How appropriate is it for peoplé with such
selective training to engage jn the teaching and prac-

tice of primary eare? Thc family practice model’

appeays. tg provide ‘more afpropriate traiping, and
if principlés of community and preventive medicine
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Approximately 60° medical schools have devel-*
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are encompassed.in the family physician’s training,
and are within ‘his competence, he should be better
prepazed to address the gugrent needs in delivery of
care. Intefnists see_ themselves as sophlstlcated per--
sonal physnclans and * even, as a hlgher quality
vanant of the famdy physncnan Although ‘this, seems
a Rreteqtlous and unrealjstic image? it.is one that Kas
‘prompted internists to propdse that they are. the

most appropriate .tybe of physician to meet the -

~health care needs of individuals.

Indiyiduals in departments of Internal Medicine
have noted that support for subspeci
dlsappearmg Prlmary care is now in the spbtlight
and the: pui)hc is demanding that medical scheol re-
sources be more effectively, used* to” produce indi-
-viduals who can provide the necessary kmd of medl-

' cal care The dominant position of depar{ments of

" Internal Medicint in medical school ,makes them’ T,

logical resougce for producing: new practitioners._
Many .Internal Medicine departments: have more
than one-third of’the’medical school facuky and the”

uyaiely, many of them live by the Charlie’ Wikon
axiomn: ‘i.¢., “whats gopd for General Motor

ternal )nedlcme) is. good for our country. " Itis
. doubtful that departments of Internal” Medicine

which have been committed to biomegical research
o« ahd producing the physician- -scientist* in subspeci-
altic® are actually able to provxdeﬁhg kind -of.
training needed by individuald 'who engage in pri-
mary care. . N I .

. Whatever the outcome it would seem to me easier

,to form new:depart s wnth a commitment, of
faculty apd‘othef resbnﬁlﬁes tp a new putposg rather ’

i

éen suecess-

than redirect” departments whlch have

+, _ ful'in other ventures to tralmng a new type of phy-

siciah for primary'care in the 1980's. Within 4
years, our new Department of Family and Com-
munity Medicine at’ the Uhiversity of Utah has
established a family practice residency with 36
“trainees, certified 54 Medex and deployed them td
provide primary care under physician Supervision in
+rural commumtne.; developed and implementéd a
curriculum for ;medical students*in family and com-
munity medicine, developed a residency training
program in community medicine, developed an ac-
tive research program.in_health care delivery and
assessmgnt of quality of care, and msugated several
demonstration pl‘o]CClS ‘which cncompass, pnmary
care, i.e., the famnl’y health,center in a rural setting,
"r.nodel family practiee units, ansd a cdmmumtyﬂjy:

training 1s *.

most success-ogiented faculty in the school. Unfob\physmaﬂs need, e. g,

’

** ‘pertension detection ard follow-up program. We
- have made considerable progress insintegrating the
educational programs i community medlcme and
family practicé. Qualit care assessment based °
. on process and outcome “studies has_been possible,
_ becpuse the diseiplines in community medicine and
famlly practide have been brought together in the’
same departmeént. An emphasis on trainingfor com-
petence in our famlly practice residents r%’-er than _

. relymg bn amount of time assigned to a specific serv- '
ice has'been maintained -as a result. of _the disci-
plmes oriented to evaluauon and aresearch

Some educdtors and admlnlstratorsJ_who advocate
a"new type of primary care physician, feel that en-
tirely new me8ical schodls are.needed. I think the,
Job can be done within existing medical schools 1f
new departments are created, especially if these de-
partments include the dlsc1phnes mentloned above,
‘are allottad adeguate resources and can gdepend on
‘other clinical departments and divisions to teach
special clinical knowledge and skills that family

orthopedlcs ear, nose, and
hroat diseases; office gynecology, dermatology;
eurology; etc. Perhaps even existjng departments
of Preventive Medicine or ‘Integnal Medicine can be
effective in meeting the health needs of communi-
- ties,-but only if a major revnslon of goals ahd faculty
-within such departments is effected. The question
mains as to the bcst,approach to gaining the
strongest commitment of a resourccful department

“fo teaching and studying prinfary care. Rétrospec- "
tive analysis probably will not answer "the question
of the most- effective administrative arrangement,
but studies properly, designed and implemented now _
riay"provide insights as* to the best adminjstrative
structures to produce quallﬁed primary .care physi:
c1f1ns who-will help-in solving community health
problems.
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CASTLE: There's no question that a knowledge
of epidemiology, biostatistics, behavioral sciepce,
, manageient, economics, and environmental and
occupatignal health'is necgssary. I agree with br.
Tapp th¥t having these things in a school ef- publlc
health.has been a mistake. It's equally a. mist
to house them i | school department thét
is similarly isblated dnd unrelated to clinical activi-
. ties. To be authentic to fhedical students and young
.~ physicians, one will have to have clinical care re-
sponsibilifies. In the problem list for departments of

preventive medicine, Dr. Tapp said the students are

. questioning the relevance of blostausucs and epi-
demiology. They a;e questioning “the relevance of
everything. I'm not sure I know what they are in-
terested in regarding both clinical and community
roles in electing to-pursws a primary care career.
ABRAMS: Perhaps we could hear from one of
the residénts in rgsponse to this.
CHRISTIAN: When you come® into a program
like famlly practice: that'’s 'not well defined, you
) really don’t know what you want. You have a gen-
* eral comcept that you want to be the kind pf prac-
titioner that can take care of most problerms presented
to.you without havmg to. refer out. Basically, it is
clinical concept. But as far as innovations and
whether or not epidemiology and other community
- medicine sciemces are important, I don't think we
. know that. ~Therefore, faculty concerns about
whetheg, the student- is- interested in epidemiology
are not valid. As teachers, ydu should be guihing

the students in the right direction 1n relatian to health’

care system needs. We have a general concept, but
still the majority of us have gome into programs
t clearly knqwing what we want and need

out of the program.

ABRAMS: What is the general concept?

CHRISTIAN My general concept is that I'm go-
ing back to a small community to practice, and I
want to be able t6 take care of 80 to 90 percent of
_without having to refer out. Also, my
whole attitude about medicine is that you shouﬂ
prevent it before it happens, so I wanted to have

~

¢
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better understandmg,of that. As far as management
+ skifls, I wanted to know the economics. of rnnnlng .
an office: How de-you hire and fire people? What's
. necessary to really having an efficient office, étc? I
wanted to know all those thlngs When I looked at
grams throughout the country those, were the
*‘ngs that I was looKing for. _
* BAKER: I'm not playing the, dewil's advocate :
whef®] say it’s not a natural marnage between de-
partments of preventive -médicine and community *
medicine and departments of family practice or pri-
mary care. I don’t see that there’s"anything -more
natural about that thar marrymg them with cardi-
ology or'with any other of the major departments.
There is certainly a lot of experuse to offer and a -
lot of expertise' that we need, and Dr. Tapp has
pointed this out beauufully in terms of the-research
capability and evaluatiofi -that needs to go . But
" Tm really curious' about the consistent requests’ that
I see for teaching the students preparing for prlmary
* care. Take environmental and occug;.monal health
data: It says, “Doctors should be- skilled in using
env1ronmental cupational health data,in pa-
uent care and“{bmmumty leadership.” Now, ‘it’s
hard to disagree with that; but on the other hand,
you can’t agree with it because you don't know what
it is. It's a fuzzy objective that-doesn’t mean any-,
thing as far as what it s that a primary care*doctor
needs to know. I think that instead of dealing with
this discipline, preventive medicing faculty, as well
’ as, other specialty  faculties, should define for the
‘ngive people in primary care what it is that would
be important to add to their skills; that is; where the =
interdigitation should take place, but why marriage?
FARLEY. I"believe community medicine, pre-
ventive medicine and family medicine have a lot in
common. All three look at a community. A primary
care practitioner, whether in- general internal medi-
cine, general pediatrics or family -medicine says,
“How do 1 give care to a population of patients?”
Community medicine says, “How do we get health
care to a population?” Furthermore, as the primary
care peactitioner serves a population of patiénts, he
sarts identifying_a community, starts identifying
problems of a community and has to pull in a lot of
knowledge of ‘community and preventive medicine.
“Here 1s wherg a close liaison between departments )~ -
in teachnng and research becomés particulary ap-
. parcnt As. an academic discipline, community
medicine/preventive megicine, looks at the com- :

munity from a distance and tries to figure out how
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to get in, how to obtd[n knowledge -of it. The pri-
, mary care doctogs ate in close, obscrving the com~

munity firsthand, as reflected in individual patients
. and groups of patients. The bias of our program is,

that if you,can train this«primary care doctor to or-,
+ gainze his data go it’s analyzable—then, in addition
- to providing for efficient practice management, he
. may serve community needs through prowdmg

community medicdl professionals-access to the prob-

lems of a community and to the problcms of a
- population; ’ :

Theré is another' area where we can derive mu-
tual benefit, hopefully. We have never trained ad-
mml?tors fof primary care. Administrators have
been developed for hospitals, maybe for some huge

chmcs but rarely for the needs of health care in a -
Commumty Preventlve medicine and community
medicine departments are beginning to look at this,
-and hopefully in conjunction with family medicine
departments for these are where the greatest re-
. pository of primary carg¢ commitment lie currently.
SCWTCHFIELD. Tt appears to me that family
medicine and community medicine are two entirely
. separate and distinct disciplines. Dr. Farley's re-
.marks emphasize this. The focus of community
medicine is the community. Its bas¢ sciences deal
with groups of people. The base sciences that relate
* to family medicine by ‘and large relate to individual
patient care{ Medicine, pediatrics, clinical preven-
tive medicine. .
We need to recognize that t'hcse are two separate
and distinct disciplines That doesn’t méan that I'm
_ ideologically opposcd to combided departments of
- family and commumty medicine. Community medi-
. cine, the older department, had been a logical place
to start the movement because of its concern with pri-
- mary and comprchensive care. Wie did it because of
the press of the sixties, the neighborhood health*cen-
« ter movement, and what not. Byt we've got to spin
it off and get back t&r our responsibility, and our
responsibility - is the development of community
programs, the development of community resources
. . This brings forth a pdint of disagreement with Dr.
Castle. Development of community programs, com-
munity services, community resources can be excit-
""ing to medical students, and I've seen, it be exciting.
A third of my class in medical school (University of
Kentucky).is in community medicine as a‘reflection
probably of a very strong teacher It's important for
us to recognize that.

¢
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Another point is that family’ medieine ri
is weak, albeit, and it's weak because the “traditional
medical specialties” want to make sure they don't
. get their turf usurpcd and we oughf to speak to that.
" There's * no reasoq for a famlly medicine residency

to be in a community hospltal for its inpatient beds ™

except for the fact that.the tertiary care spccnahsts
-don't want their residtnts contaminated by primary
care. It’s important for u$ to recognize that. We've
had to fight-like dogs for curriculum time for family
medicine, mw) Iess community medlcme That bat-
tle is going to continue and the tradmona} medical
_ specialists will say, “That’s all rlght they don't need
“any family medicine ih.a formal environment, we’re
giving them a little bit of family medicine in pedi-
atrics and fn psychiatry and they ddn't really need
that.” It's®he same kind o ment that Dr. Tapp
" posed for preventive medici partm

., TAPP: May I comment on the [z:lilem that
we’ve already encountered in*our program in insist-
ing that we have a nurse.practitioner as a-faculty
member and a medic® social worker as a faculty
member. They have the same kind "of. appointment
that the physicians_have, and they are presented to
the students and residents as rolé. models as the’
kinds of people ‘that they should be prepared to york
with as fellow providers of primary care services.

_ This is not generally accepted by a lot of the profes-

. sion to whom we try to.respond in the community.
Some of our family docters feel it’s outright com-
munistic to have a nurse practitioner working sidé
by side with a family doctor. There is dbviously a
great conflict of interest there far some folks: On
the other hand, we feel that the ultimate goal 1s to
have a different kind-of worker than what we've

cen accustomed to in the past and the only way
model this is by starting at the undergraduate and

'

\graduate traiming levels. But Ipaybe I missed the .

ernphasis. you were trying to get at 4s to 'whether
these people, these other kinds of primary care pro-
viders, really should be more free to eperate in an
open market than }-hey are now.

They are mcrcasmgly operating as scparate n-
dependent providers in many patts 'of the country.

FALK. I'll have my thance when I give my pa-
per. I might just utter a few words of interdisci-
phnary education at the same ume] same plage,
cducational experignces among the definitions, the
definitipn of primary care health team, preventive

levels and those roles “which are apbropnatc as con-
'
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- tinuing education with existing backgrounds com-
pared to the plannéd education from the beginning.

I am, talking ‘about the key'example, counseling
and family. focusiffg, nursing and the strength of the
nursing practitioner with nursing school. .

BAKER: Sue Horowitz asked me to mention the
WAMI (Washington, Alaska, Montana, ldaho)
program which i# the Department of Family, Medi-
cine's &ort to prowde somé experience in primary,
care. This is a regional educationdl program whereby
-~ every medical student who elects the famnly prac-
tice ‘pathway is required % spend 6 weeks'in a
community
people. In
new bealth professional. »

PAYTON: Before proceeding further, we need
some definitions of community and preventive medi-

nical unit staffed by teams 6f MEDEX ~_
ashington, MEDEX is our prototype ~
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, ¢are. If they are already getting it, fine, we’ll just
put it down that they | /are tting care elsewhere. A
- primary care internist essentially says he’ll take a

person regardless of sex, disease, or age; and a pri- '

mary care pediatrician says regardless of sex ‘or |

disease but limited by age. Then we get into the
frmge where by default, in reality, OB-GYN people
render 4 1ot of primary care. They are not equipped
for 1t, but they render it because that's where the
woman goes for her annual physical, and she gets
minor care there.'And sa I'll say there, it’s because
of sex. In others words, these other primary care
specialties end up with family only if the pediatri-

gether as a group regardless of age, sex, or disease.
T}w family medichne practitiofer can.say as an
individual “I'm concerned or I'm responsible regard-

" cine and primary care with which we cfin operate / less of age, sex or disease.” -I should say at risk

during the balance of the conference. * .
BARKER: 1 propose that we fodus first on a defi-
nitton of primary care and that as we do so we at-
tempt to avoid the family medicine model or any of
the. several other emerging primary-care specialty
mepdels per se- (e.g., pedlatrlcs 1nt€mal medicine).
Cle‘y each of these models has parugular attri-
butes, but to discuss all of these is gnotfer part of -
the debate. What we need is a broad working d¢fi-
niion of primary care to which we can then address
our analysis and discussion of, the contributions to
be made by preventive and community medicine.
Furthermore, I propose that we not enter into an‘
éxércise to define community and preventive medi-
<ine at $his point. TlLse are vast areas, limited parts -
of which are directly pertinent to primary care.
_These pertinent parts should emerge in the subse-
" quent invited presentatiohs and discussion. ’
STOKES. That is a very good statement. I agree
with that completely. .
FARLEY: 1 disagree with sométhmg Dr. Barker +
-said. Basically, I feel that some of the issues of what
is primary caré internal medicide, primary care pe-

v

cussed. I propose-that the access of family medicine
to the family is-not because we're family specialists ~
but because we'll take care of people régardless of
age, sex or disease. So we're exposed to the family
“smé=hopefully-we develop and use knowledge that
makes us responsible for the care of all the members
of that family. If one member comes to g, part of
Te¢ our responsibility is to make sufe that others get the

’
L] ~ o

diatrics and*family medicine, do need.to be dis- -

)gardless of age, sex or discase.

BARKER: That's very compatible, I hope, with
swhat ] said. I just felt we shoulgn’t allow our working
definition of primary care to get *locked into the
specific attributes of a pamcular subgroup of pri--
mary, care practitioner. ’

HALL: Primary care ought to be definable with-
out reference to those who, in fact, tovnde the care.
I don’t have a definition. I Wonde anyone else has
heard of a definition of primary sfe that excludes$
%ny reference to that.

McWHINNEY: 1 could answer your quesuon
This.is something we've concentrated on recently in -
a tommmce on primary care set up-by the local

. health councik The first thing we had to do was to

define this, so for what they're worth, I'll"give you
our definitions. We defined two tetms: “Primary’
health care” and “ptimary medical care.” Primary
-health tare is the care provided by those components

of-the health services which are directly accessible to -

the public. Primary medical care is the care provided
" by physicians who are directly accessible to the pub-
" lic. We went on' to distinguish between the two broad
functional categories of primary care profe.ssnonals
who might provide éither health care or medical care:

(1) those who enter into a tenured or contractual
Yype of relationship with individuals and/or families,
not only Jo be available to them but also to guide
them and {p aceept a continuing responsibility even
after referral; (2) those who deal with problemg.on a
more or less ‘episodic basis.” Examples would be an
emergency room physician or a multiphasic !xsen-

e
(O

ciaps, internists and gynecologists are working to- *

.
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ing clinic nurse who is coﬂcerned:aisually just with
one episode anp/or referral out—and then the re-
sponsibility stops.

I suggest that for the purposesof dlscussmg the

_ «roles of commUmty and preventive medicine that we

focus on the definitions of.primary care which em-
brace personal commitment to-an individaal for
continuing care. This is a value judgment, but one I
think we in family medicine would tertainly accept.
WALKER: 1t is a useful suggéstion. The question
then becomes where do we see the role of manage-
ment, prevention, etc., within this definition of pri-
mary care?-
STOKES:
rect. He has focused upon what is-eommonly thought
of as the “trusteeship functlon,"“the idea that one
feels responsible and*continuously responsible If you
have a patient or a panel of patieats, you feel person-
ally responsible for anything that hapgcns in a health
way to those patients. That, conccptually, is the nub
of the issue.
GIBSON: T'd like to expand a littke upon the
trusteeship issue.” As one interested in providing
care, I have found that T colid think-more
productively by focusing primarify-updh health needs
and other charactenstics of an_aggregate of indi-
vnduars—aggregated as families, as peer groups, and
in a community—rather than beginning a priori with
definitions of wholesale medlcme and retall megh-
cine and so forth. 1 found these latter.tgybe much too
devisive Accordingly, it's been ﬁam/l for me to
. think of, primary carg, fapuly cemered and commu-
nity centered as being impertant concepts
There has been a great gulf between wha been
traditionally public health and traditionally clinical
.medicine. The ¢hmcians have ail been busy with
_everyone who walks in. Public health has tradition-
* ally been denicd the role as ginician So we have had
‘- many people in our socictywho, lacking financial,
cultural and other means of access have begn without

a “trust officer”” for their personaf health care needs. °

The crucial need in training cliniciang in our medical
*schools is never again to get cut off from a feedback
loop _as to where the problems are. Primary medital
# care education must be community centered, not
merely for the panel of families that can keep us very

« busy in the model family practice unit, but for all the .

othep people who are there to whom, whue respect-
ing their, privacy, we have a right to be, an obllgatlon

to be, accessible.’ '
4 ]
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6onceplually, Dr. M‘cWhinney is cor-

.

PA YTON: Spe king about the way physicians
_view their community and the responsibility they do
“or d% not have for that community, it's-always im-
pressed me that physicians by and large take the
attitude out of sight, out of mind. If u s not a patient
that presents him or herself to the oflje€, “to the hos-
pital, it's not someone Who—for whom he has that ,
trusteeship responsibility. '

[ think that 1s a real problem and 1t draws into
question how‘we define the contract for a physician.
Is 1t a social gontract or an individual contract with a’
single patient, or maybe a patient’s family, if weIe
talkmg#»out family medicine.

The way I relate that back now to the general dis-
cussion is that we raise some real issues of contract
when we talk about prevention of illness because this
is not something that is traditidnally thought of by the -
»- " patient or the commumity when they 1dok at the phy- .

sician.
We have a responsnblluy 1n this snuauox;wf we look

*at the globat effects of health §erv1ces'and'try and
reco;mze their economic values. If we consider that
we are “trust officers” for the health of our com-

munite$ at large, as would be suggested by those hege
talking abput community medicine and prevcritive
medicine, then we-have gg education responsibility
to'make sure that patients come (o expegt that kind of

» “thing from those of us providing primary carg..
FALK I'm afraid we also ha\ie to identify in our
definitions-a very uncomfortable borderline between
being hicalth professionals and health..1 think that
clear ekamples are the importance of politics, and
. economics to health status. We have to be crisp?in
our dcfinitions, understanding that health care, par-
tucularly medical-care and what its pracutioners can

offer, must be clearly differentiated from efforts 10

maintain or obtain health for society as a whole. It

gets us into an extremely difficult borderline because
society wil tolerate certain things in social changeé
It will look to,its priest, doctor, its commum:?

.

health doctor 1n certain ways, depending upon the
shifting winds of the total socio-political scene. I’
referring specifically to the atmosphere”in the civil
- nights revolution of the 1960's; the1968 election, the
impounding of, Federal funds and the role of the
medical student in all of these matters, and how all+
of these have affected community health. °
THOMSON Somehow or another I am. reminded
of the girl who said that she wouldn't sleep with a:

man for $2.00. “What do you think T am, a prosti-
v -
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. that have just been said or implied. If I were respon-

tute?” He said,”“Well, will you do it for a 3 million
bucks?” She said, *“Well, that’s a dlﬁeren&th.mg He
said, “Itls already-defined whut you are, now we ar¢

just bargaining for price!” This is fundamentally what

we, are,doing- here—it’s notso difficult to define a
pfimari' physician. It shouldn’t be difficult. You
could just go and look at what my dad did in his
practi¢e because he was the primary physician. He
was the only physician so that made it easy. You
could tell what he-did and you can define that.

Our problem.here is that we are trying to build a
definition that refers to the process of the delivery of
pr}{qary care in a complex modern society. Now, are

amge trying to define the credentials of the primary
physman, or content of primary care, or are we try-
ing to define the process of it?.We’re not reafly hung

, up on the definition of  the_primary physician or

what is primary care, but we each have our different
Jlevels of what we’ll buy or what we II pay for as far

as what the process of delivery is about. Does this .

divisiveness make a difference so far.as reaching a
donclysion for defining this?

LSCUTCHFIELD: 1 would disagree to a certain,
extent with Dr. Thomson because we're trying to

circumscribe the scope of pfimary care..and the com- -

mepts that Drs. Gibson, Payton and Falk have made
aré valuable in mneatmg and delimiting the trustee-
shnp concept—the trusteeship not only for health

'care but also for health within the community. It's

rtant that we define this as a part’ of primary
'care And that, incidentally, reflects’a real role that
community medicine has to play in 1mpressmg what-
ever-student or trainee, educator or educatee of their
responsibility, not only for heaith care but also for
health. They must assume this trustee responsibility.
STOKES.: There is a real argument developing
here and I want to come down against some things

sible for preventing disease in a community, I would
not have a job since socnetyhas ot worked primarily
through the health services route. It's not the most
efficient way of preventing disease. Envirgnmental
-intervention by public health, byHousing, by high-
way design and environmental design are really more
important and have a greater impact on life expect-

ancy from birth; infant mortality and other major,

health indices than have health services. Jack Geiger

and colleagues showed very well the limytations of

health care services as a mfeans ,of ‘inﬂuencing the

health effects of the social and economic environ-
, -
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. , . .
ment., They, as physician advocates, tried hard to

faise the Mississippi Delta area.up economically, to

change the social and physical environment, to act as
health officer within the area, and so forth. They had -

4o fall back. That is, they learned" the hmltauons of
health services as' an operational basis for that type .
of intervention. This is why I object to putting pri-
mary care in the position where it’s really encom:
passing the classical functions of public health and®
other functions of government, as exercised through
the police power of the state.

McWHINNEY: 1 would agree with that. How-
ever, it's a mistake to try to eréct a sharp dividing
line there. I'd rather, see it as\a spectrum. As you
start at the prirﬁary care end &\hg\spectrum, you
have a physician who predominantly relates to indi-

. viduals. But then responsibility gradually extends

outwards to the family, and to the practice as a group,
which is a fairly new concept. Extending beyond
this, one encounters responsibility to the-community
as.a whole and then to the country and the world’
eventuady. The ways m which the physncnan inter-
venes to solve the kind of problems that Dr. Stokes
was talking about are quite different from the ways
he goes about solving his individual patient's prob-
lems. And so, I would see the people at the two ends
of this spectrum as really having rather different roles
and attitudes. One~is primarily a personal physician.

The other is primarily a .health care administrator.
They share certain basic sciences with which to fu'-

- fill their responsibilities to those they serve. Epide-

miology contriputes to both and it should be looked
on as underlying both. |

I was rather intrigued by Something a veterinary
epidemiologist in our department of epidemiology
said to me, which pinpoints our problem. He said
that he found in teaching veterinary students he had
no difficulty making them think in terms of the herd,
but with medical students he had great difficulty mak-*
ing them think in such population terms. This is part
of +he challenge 1 am facingawith family physicians—
those physicians who are actually physicians for indi-
viduals but have also this capacijy for thinking and
functioning in terms of the herd. .
- ABRAMS: The prototype of the- physncnan in
whom afl of this is called-for is the individual family
doctof in a rural community. He's also the parttime
health officer. Hg's responsible for everything. There
are quite a few of them and quite a few places thats

need people like that.
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HENDERSON: 1 originally drifted into “public
health through a situation like you just described,
and then when I got intd more, complex. situations
working in public health, 1 found that I was not sup-
posed to be coneerned’ abdut individuals anymore,

- which was very upsetting.

ABRAMS: Before closiig our discussion of

definitions, I would l&e to invite commepnts on Dr.
Castle’s di*ction between family medicine a}d
family practice.
McWHINNEY: 1 agree with Dr. Castle’s dis-
tinction between the two; that is, family medicine as
+a body of knowledge, and family practice as a method
for providing primary care. One source of this body
of knowledge grows out of a conceptualization of
what prac?itioners have been doing for a very long

time and have learned to do unconsciously just by ‘

trial and error. . .
CASTLE: 1-have a problem accepting such con-

ceptualization. I really question whether there is

much of the ideal of good family medicine to be

. found in “family practice™ as’it has existed in the

.

past. . .
CHRISTIAN: Agreed, because if you limit your
concept to someone who takes care of anybody re-

gardless of sex, age and diseage, 'you don't pfomote -

the concept of looking at people as part of familics.
In selecting a family practice residency, I was spe-
cifically concerned with providing health care to
small_groups, namély the family. However, I really
don’t see why there 1s such a distinction between
family practice and family medicine. ¢
GJBSON. TI'd like to reinforce this distinction. I
find it a fruitful one. There has been an dhormous
deficit of research and study of the-family in health
And there arc many, many kinds-of disciplines that
need to be concerned. Perhaps one can say, that_the
family practitioher has more crucial need for research
¢ in family medicine than anyone clsc among the clini-
cians. But a specific prerogative or monopoly. should

not be implied. For insiance, at Stanford, the social

worker®. are doing very beautiful research on family
medicine and health as it relates to the parents of
children with leukemia. These social workers ar¢ do-
-ing something informative to all of .us. The internist,
the subspecialist, needs to hear it as well as the family
practitioner. 4 e

McWHII‘RJEY: I" wonder if putting all our em-
phasis qn_the family isn't a bit too restrictive. The
essential diffefencc between® the family physician
and the specialist is that he sees people-as a whole in

.

Aruitoxt provided by Eic:
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their setting, and the f"amili_cs are probably the most
crucial part of th setting. It's not.the only part.
There are other aspects to_the .individual's ocial
environment; for instance, his.work group and his
community. . ) R
ABRAMS: Would you say that pn occgsion “fam-
ily"’ may be a community, or a factory group, or
whateves? ! . ' E
FARLEY: Economicglly it can be, but I would

" hate to be an jndustrial physician and say I was tak-*

ing care of families. Y ‘ © ¢

ABRAMSABut most industrial medicine in this-
- country is done by ge'nera% practitioners or family =

practitioners. ,

. FARLEY: Right, but it's ot family medicjne. It's

different—I won't include that in my family medi-
cine definition. - )

KISSICK. The rest of you are guite informed and
have read and written jn the area under discussion.
I've reflected some on it, mainly at the prodding of
our dean because he was @inder great pressure from
the legislature of the Commonwealth of Pennsylvania
to organizé a department of family practice. As I

" listen I have two concerns: First, is around the family.

It appears to me that we are struggling with a 1980

problem with a 1950 vocabulary, and we've got to
be truth oriented. Most of us are medical €ducators.*

and the medical students we are now selecting will

teach the middle of their prafessional careers, if they
arc not wiped out by myocardial infarctions, in the
year 2000. Evcn though I'm a long range planner,
that staggers me! I don’t know what’s going to hap-
pen to the.family oyer those decades; but from the
limiteg\reading that I've done of Warren Bennis in
the Femporary Society and Beyond Buyeaucracy-as
popularized by Alvin
exist as an institutionf as a social institution as we
now know it, in the yéar 2000 and beyond.

Is the family an epduring concept? It's Ween here
since biblical times.| It keeps cvolving.' Maybe it's
going to be a lot diffgrent than the way we define i
and stﬂ it at the present time. If we're really in-
tereste@®In family medicine we have to put great
cmphasis on the sciences basic to understanding some
of these kinds of problemis. . o

The next question is, does it make a difference?
The few published studies are somewhat discourag-
ing—most of all, George Silver's study at Montefiore
Hospital where they gave superb comprehensive,
family-ceritered medical care witlra team of superb

_health professionals—and b make that last 5(3%@‘ ent

L d »
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advisedly because I worked with those people. There
; was absolutely no difference between the control
> ‘group the group that was receiving comprehen-
sive health care. ‘ ’
- But-does it make a difference? If we're advocating,
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it we're functioning under thé assumption that it
does, and it may. I hope it will, but it’s incumbent
upon us to demgnstrate that it doesy and if not, to
modify it.
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. This section, in two .parts, reviews' experiences of several existing
Family Medicine programs in dévéloping conferi¢ and method of pre- - . ..

\ ventive/ community medicine education for primary care. S =
Dr. Bakek outlines a core set of learning objectives in, preventive/

community medicine for medical students and residents preparatory for -
) . family practice. The objectives, developed by a multi-disciplinary fac-
L alty tommittee atthe University of Washmgtpn are subdivided into
competencies in the domains of knowledge, skills, and attitude. Dr.

* - Thomson’s discussion endorses the competencyybased methodology for
defining skills and knowledge; however, he-cites several potential short-
comings of the system. First, systematic learning: tends o limit the stu- -
dent’s conceptual range. Second, the system needs strongér emphasis -

~on developing preventive attitudes. Third, cognitive facts may become © 7> N
irrelevant as medical knowled.ge "advances. Solutiofis to these perceived
- shortcomings are discussed. General discussion focuses first on the
issues raised by Dr. Thomsan. This is followed by st?ggestlons that both
consurmer demands and measures of health care outcomes should be: . . o
'\/D " used, along with physician performancein delineating educatlonaj ob- , -y
<, jects for primary care. The discussion concludes with several statéments )
" . . regarding the potential for medical school to efféct attitude change. o
- Dr. Treat’s paper describes the type of educatipnal resources and o ] e
o methods conducwe to effective preventlve/commumty medicine gduca- 4 .
tion- in pnmary care training programs. Example§ are cited from the ’ Lo
. -University of Rochester’s Family Medicine Program. Dr. Henderson's= .
- discuission compares and contrasts point by point the pnrrra/ry careedu- ’

- . _catlonal milieu at the Pennsylvania State Univeysity College fMed%me : ¢ ’
‘e _ at Hershey with thgt in Rochester. Dr. Hall’s discussion provides a thll‘d '
. ) . model vis a vis preventive/ community medicine education,/that of the ¢ .
.- X "Rockford (Illinois) School of Medicine, based primarily in existing, a *

s community acnce settings. Allsthe authors establish the 1mpor1ance

of a commfgty setting for!primary care ex_atlon e parncmants,

-~ however, emPhasized the danger of isolating prima a?e training when‘

—~ ' - confined only to community hospntals They expressed the peed. of A
) assuring a prominent plage for pnmary care within the medical school . }
if it is to be v1srble to the student, if it is to beneﬁt from the prestige of

)
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“the s¢hoo], and if it 1s to be effectlve within the power structure of the
mstltutlon .

Y  The brigf general discussion addresses the critical issue of ﬁnancmg}

: for both education in and‘.dehvery of community-based,’ preventwe
. » health s;;?'nces Limitations in current.third party and prepaid plans are
the potentlal for governmental or private, dorporate actio

_ notgd,
"« 1" . toovercome these is poxn\t?d out.
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COMPETEN(;Y—BASED OBJECTIVES
IN PREVENTIVE MEDICINE FOR
'THE FAMILY‘PHYS_ICI’AQ\N

o

v

- [

+. Richar. Baker}p %
< : >
[} . by N .
Famrly .medicine, $Burgeoning new discipline, is

fangly

conﬁxumty medicine are clearly a part’ of

__ practice.” Teadfling competencies .in these" fie
" should.sygve fo modify the primary care delivered

the gradlates -of family practice programsaln this
-sefise we now have a great opportunity "te influence
deliveyy of primary care in the United States. We
'must, therefore, carefully deﬁm the knowledge
' “skills, and attitudes of preventivé and community -
medicine in relationship to the “ideal”. future family-
physi¢ian.__ o,
~ The definition, of prevenuve medlcme competen-
cies for -priinary care establishes the fr gewgrk for
developing qducanonal objectives,” tedtning - strate- -
gies, and evaluation methods. Such a process of
deﬁmuon is in contrast to the older more “Gasugal

.-

servable abrlrty in an area, such as prevenuve medi-
cine. It seems te be formed by a combmauon of
knowledge, skills, and attitudes (Mager, 1962). The
_competencies define@l by different trainigg' pro
may well be quite- ‘disparate until. we are able to
dgxonstrate hat the proposed’ abilities enhance pa:
tient care 4 r physician sausfacuon Two levels
of competencres are likely to emer ¢e—those common

. to any 'g family physician and those to ﬁ
achieveg "acc g t0 individual a@plans .an
interests. {

The Department of Family Medicine at the Uni-
of Washinglon has established “Corpetency-

Based Objectwes for the Family Ph)l'sncnan ” (Baker
& Gordon, 1974) including gbjectives'in preventive

~ .

. * completing our postgraduate (resrdency) training

. teachifg ptogram.and by faculty of other depart- -

beginnjng to define .itself. Peentive’ medicjpe ande. .

attitydewof suggesting, “Why don t we have them take -
. f,\the Schook of Public Health?” or, “Cétn-,
L icine ought to have sqme. seminars.”

- %y," in this agproach refers tQ an ob~ -

s -

. . / N
and commgunity medicine.* Though fost of the docu-
ment can be related to pReventive medlcme deﬁned
., broadly, those -objectives_rgost directly related to it
are reported in the mai%ecuon of this paper. We
- have based these upon fie arbitrarily deﬁned “core
competencigs” of the .family physrcran successfully

program. .Our initial lst.of objectives wag geperated:
in*a series of three smeetings of fulltrmaxty in
.the Department of Family Medicine. This draft was
then modified-by input from family physicians in
the community and in rural areas involved 'with the

ments. Subsequently, residents and medical students
‘have assisted in modifying the ob;ectnves Last, we
have found some objectives’ too ill-defined or trivial

- to remain, and we have added others that have be-
" come apparent iff the two,years.since initfation.

Many, objectives are.most appropriate for the un- -
.dergraduate curricplum. The partmenf adniinisters
a Famlly Phyfcian Pat or- medical students

" during. their clinical _years. nar t from the

cours¢ “Preventiye Medicifiiéy ' Primary “Care,”

" -taught cenjointly with’ the School of Public -Healtit

_faculty, appear in Tabe 1. Other objectives are ap-
proached in, the required.¢lerkship in family medl-'

. cine ‘at rufal sites or in -clerkships or eltégn/vg n

other depggtmepts: §
13propnate time fof

Residency training seems, the / -
es in community-/,
ment. It is only, then,

the achievement of most objeg
medicine and pracuce manag
that the -trainee Hhas acquired enough copfidence in
his basic medical skills la “deite rlttenuon to the
“process” of family practice. Fagulty n‘mbers assess
resident performance in areas of com .medi-
" cine and practice management -utilizing a question- '
najre which appears in Apperfdlx 1, this chapter.,
. “Health maintenarice” can be au tcd orr the charts -
. of residents by following such a flow sheet as illu- -
. Strated iny Appendnx IE, this chaptep. '
" "The process of modification of our stated “pbjec-
tives underlines_the - Wd for' making “~and “writing -
; them down. Studen résidents, .faculty members of

Fam1ly Medicine 4nd other depa:;ment’s have utilized
the objectives heav1ly Jn their curricalum desrgn and

* Persoris who contributed to the developme
.pcnves are; Drs’ DI Bone, MA Byowder, DK
> ‘Cole, WB fiawe, JR Jacobs, JA Lincoln,

" Phillips, CK Smith, WC Stolov, fnd RV Twe

.

v

oﬁ'lhesc ob-
lawson; WM
Oakes, T
u. M.SW.
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' " Cire’
* o 21 KNOWLEDGE
B SEMINARh'OPICS ‘ ’ . 2.12 Disease Information . ‘ ' .
. The scope of preventxve medlcme , + Foi minimum competency in managing dis-
GellegTables and health hazard appraisal easc, the family physician myst have sufficient
£ “Hypertension . knowledge 6f comimon diseases and uncommon g
Cancer of the cervix . *  but lmporlant ones to permit diagnosis and
- 1{Diabetess - . _, * ° . treatment or referral. “Disease” for the family
. physician' includes not only conditiong dué to
SUGgEgIJ‘EEg:SQPICS‘#OR STUDENT : * .° ' Pphysical stress, but those due to psychmocial
stresges. as well. “Uncommon but important”
SCREENING FO_R SPECIFIC DISEASES . diseases are those that must be understood be-
Bacteriuria _ ) ¢ of i tes th
Tubercuiosis - - . caus b: potendtna y se:nous ;onsequerlt es that
Breast cancer* - . . may-be averted or postponed (e.g., glaucoma,

C f col d ) .  diabetic- ketoaCldOSIS) or bgcause the disease
o G?:::;:,aco on an{rectum *. ‘should Re understood as a model of a patho-

Y - , . . :
# Syphilis/gonorrhea \ ) . physiologic process (e. g., muscular dystfophy,

systemic ‘sclerosis, cerebral palsy). Knbwledge
Coronary artery disease (dnet & exercise) 0); any given dlSGiSC shouldtﬁclu)tlje 8

 Lung cancer 2.121 Prevalence (approximate,. including
' Prostatic eancer - ) - o populations at Tisk)
- OTHER TOPICS * * o " 2.122 Manifestations at various stages
% Screening in prégnancy (rubella, Rh factor)* 2.123 Diagnosis (including hazards of pro-
’ Effectiveness of the screening physncal exam - . . . cedures) ‘
Automated-multiphasic 'screening presedures : o 2.124 Natural course, including apprgxi-
Factors in patient comphance- R Y ) -~ mate morbidity and mortality ratei
Seat belts : 2.125 Complicationrs
Génetic counseling for selected diseases ' | ‘ 2.126 Effective intervemions
et Nutrmon L 2.127 PrcVentive measures
. T Ot::sst:te;tos ;f)_esttcndes;;@? ‘ L since most actions are taken with the expeg,é3 ,
e Immunizatidns © IR o ) tation or hope of averting worse disease.
e Al o.h‘o T o - A <. However, thetterm has come to refer rather ‘spe-
. §moking . v : clﬁcally to diagnesis and treatment while the
. " Drugabuse -~ - TN : pajgent is as yet unaware of illness. In the ab-
. . - ser®® of symptoms, the physician 1s totally .
e moum developed and (augm by Dr Anh A. respotisibie for what he initiates. He is not, as in  *
e Browder ?x\wd Dkwtlham M. Cole. . responding to needs also perceived by the pa- .
. L - fient, protected against deficiencies in the state

\

e . ( of the art“of medicine. He must be able to
.¢valuation. Objectives in prevéntive medicine and identify and evaluate availablg measures before

, commumty medicine make relatively cencrete and launching asprogram of prevention. The follow-
. Me what) are sometimes considered aiorphous ing questionsggre the most cogent for the logical
‘ fields. The following sections in outline form are the - approach ‘Oz discharge of this responsibility :

) objective§ most closely related to .preventive medi- —Has the disease a morbidity/mortality that -
cine as eXcerpted ‘from the “Compétency-Based Ob- * makes it an important one to prevent? The
jectives for the Family Ph}%man" ’(Bak;:r 1974). more se;_lous the potential illness, the -lower
The numbering q;rresponds to that of the complete the prevalence needed for the disease to be X
document - gonsidered important. . . :

¢

. . * L’ -
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‘I of the disease process? may be seen in Appendix IL .
—A risk exists? < 2.231 Occupational medicine
—The disease is preserit but asymptomauc" 2.231.1 Assessment of common risks
'-Thc disease is present with minimal symp- * . 2.231.2 Injury prevention techniques
- .. 2.231.3 Evaluation for work “fitnesy”
—Is l?s detection prOCedure such that - 2 231.4 Management of industrial com-
—the sensitiyity and specificity (the number pensation cases  *
of false negatives and false positives) are 2.232 Immunization—accepted  schedules
acceptable? - e and techniques
—it is acceptable to the patignt? 2.233 Risk evaluation—e.g., using Geller
—the cost and risk of test axe reasonable in ' . Tables
relation to the yield? = 4\”> ~ 2.234 *“Screening” procedures—See “Diag-
—D6es intervention at the pgint of detection- * — | nostic and Preventive Procedures,”
make a difference in th tbidity/mortality ) Section 2. 24, and “Evaluauon of Pre-
of the disease greater than thag which can be , ventive Measures,” Section 2.15.
exerted when symptoms are most easily ap- " 224 Diagnostic and Preventive Procedures
* preciated? - 2.241 Office laboratory procedures: uri-
—Is it reasonable-to accept the risk of inter- ~ nalysis, urine acetone and 1‘;
vention for the gains anticipated? . hema;ocnt white blood cell count;
—Is the intervention acceptable to the patnent ‘ differential; periphéral blood sinear;
. and will the patient comply with the regi- . sedimentation rate (Wintrobe Meth-
men? ‘ +._ od); throat cultures, sensitivitﬁzs
—Are resources such that ) . : Gram: stams, tests- for pregnancy;
—follow-up of positive screening tests and ) . mono spot test; micros¢opic fvalua-
subsequent intervention can be carried out? | tioh of vaginal discharge, urethfal dis-
—the proposed screening and intervention are . . ) -&,charge, $kin_scrapings. .
the best use of available resources”? .o 2242 Audlometry ahd visual testmg <
2.2 - SKILLS . 2047 Pap smear .
2.23  Health A}airfmmm‘e Skilis " 2.2422 Tom)metry !
For individyals -and for the practice, the = "+7 22424 . Pu]mnary functlon testmg—— FEV
family pﬁysncna} must develop a program to . . ,VC MEFR '
maintain health .and prevent disease. Standarcf .. 225 Treatment Procmums : ' . ‘
pfocedures should be woven into the system to - In the fbllowing Ilsfs we try to enumerate
ensure avanlablhty of all indicated measures procedures 4nd spine man ement skills that
all pauents at risk. Members of the health care s " showld be a part of the fami an s mini;
* team must be able to maximize compliance by .. mal pe'ftdlre \ '
patients with recommehded procedures and - 2.254- R.ehablhtauon management \
schedules, consistent with the attitude of respect A " .. ' 2.254.r Evaluatian of 4 disabled .patént
for the individual's own responsibility. Mealth .~~~ *-» and his enyjronment in sider o
maintenance is the anticipation of problems -, R 2 determine the fieed for a special
and appropriaté-action in situations of risk to’ v w, ~ rehabilitation center and the abil- '
individuals of known physical, sociocultural, en- * ity to solve the problem with the
vironmental, and emotional make-up. There- " ~ . . locat community resources. .
fore, one may advisc bredst’ exams, or even . 2%54.2 Prescription of basie physical
mammograms,-every six months on a woman - - , theragy and Gccupational therapy,
with a strong family history ofypreast cancer, or  « * for common, ambulation prob-
one'may spend more time than usual preparing , <« . lems and pain and mation’ prob—
a given child for elective surgery. Health main- » - dems. »c |
tenance forms display the hi¥tory and ptan’ o&:_ R 254 3, "Use of behavnoral ;#incnples for
¥ ‘ ' .

.\)
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—Can one detect one of the .following stages
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prevenuve,procedures An example set’of forms
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' i
P - modification ‘of problems in
) . " maintdining function; chronic
Y pain, use of drugs. ,
2.254.4 Management of disabled indi-
. viduals involving the family home
situation, visiting nursegand other « '
. - cpmmumty resoRrce persons.
. 2255 Obstetncal, management \)
e "2.255.10 Clinical assessmen{of pelvic
PR ; : - adequacy
' 2.255:12 Fetal monitoring
. 2.255.14 Prenatal care '

2.255.16 Post partum care
A 2.255.17 Genetig counselmg
+'2.256 Management of, néwborn infant
2.256.1 Immediate care’in delivery room

problems with job relatLonshlps,
feelings.

(d) Aged: isolation, retirement, .feel-

, ings, loss of function —

(e) Couples: tommunication, sex,
other interpersonal problegms

{f) Family: communication, role prob-
lems, management of problems in

- + one member, newly emerging pat- .

terns of family life
2.258.8 -Anticipatory guldance This skill
stems from sensitjvity to poten-
- tial strésses because of the spe-
cial nature of the stress (hyster—
ectomy, child” leaving ~home,
etc.) 8r of the mdmdual

. of normal infant " 2.2589 Patient education:"ability o in-
: 2.256.2 Detection of acute and life- . form petients in an appropriate
) , thredtening  problems ° (tracheo- " manner; language, and detail
Y ’ » esophageal fistula, dnaphxagmatn@ about their problems from the
‘ . ) ﬁma) . physic¢ian’s point of view and
. 2.256.4 tection of neonatal problems ‘ about the physician’s plans and

AR during transitional phase *(first ‘ expectations * .
. I four houts of life) “and later 2.258.10 Self-knowledge: cognizance of
' phases: respiratory distress syn- ‘own attitudes, problems -and
‘ ’ . mes, transient tachypnea, strengths in dealing with other
, urrent’ apnea, infections, . perspns. Ability to act in an ac-
’ ¢ ! hemolytic di jaundice, . ceptihg, objective manner with
g 7 metabolic abn malmes (hypo-" * | sensitive or difficult topics
. ¢alcemia, hypoglycemia), CNS (deaths, sexuality, “deviance”)

N . . abnormalities ) 23 A'I'ITI’UDES

", 2.256.5, Mapagement of common prob- " 2.37. The prevention of problems shou|d ‘be

lems of the premature infant:

A\ . . monitorj owth and nutrmon evaluated and minimized when feasible
X physiologic handicaps . " for. the individual patient.
: . 2.257 Gynecologic management . .2.38 Patient education should be carried out ’
. T 2572 Abortion—ambulatory patient . " to whatever level is appropriafe.
. 2.257.3 Contraception counselmg ’ A h
' 2.257.4 1UD insertion ' + 3.0 PRACTICE MANAGEMENT

2.257.5 Diaphragm prescripti(:?and fit-

souglit whenever possible; risk should be

3

ting 3.1 KNOWLEDGE \
2.258 Behavioral management . A 3.11 Legal Aspects of Family Practice
. €.258.5 Coun¥eling . 3.111 State and national regulations: re-
_(a) Children'and parents: reaging prac- porting communicable disease (VD,
: ‘ tices, school problems, d15c1plme hepatitis, etc.); premarital® exams;
. b respons:bnhty preschool exams, neonatal proce-

(b) Adolescents: sex schaol problems,
peer relationships, substance abuse
(drugs, medications, alcohol, cig-
'’ ; *arettes)
p" (¢) Adults: obesity, substance abuse, .

dures;. . food handlers’ screening;
qualifications for driver's licensire;y _
informéd consent; sterilization and
abortien permission; obtaining court
ordeis for treaiment; commitment

E}

.
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procedure -and other merital ithess
problems; mental incompetence.
3.118 International travel requiremepts, for
-t Jimmunizations
* 3.14 Roles of Health Personnel
. Understanding training, competenc.\es and
roles of nurse practitioner, physnclan s assistant,

' office nurse; nursing assistant, technician, social
wor physical therapist, medlcal secretary,
receptionist, pharmacist, dietitian. .

T 32 SKILLS
3.23 Team Approach to Patient Cm
<. 3231 Shanng responsibility for patien care
fith another health professional: the
e x:igree of sharing will &y widely ac-,
¢ording to the competencies of the
health professional ~(nurse practi-
! : tioner, Medet, Primex, Physician’s
istant, gtc.) .
' 3232 C¥peration for patient care’ with
. o‘ﬂ'lers in the medical care team: office '
nurse, nursing assistant, secretary,
., other assisting personnel :
3.233 Conjoint | managemerit of patiengp

. ' physncnan socnhl worker, counselor.
psychologist, " public health aurse,
- physical theraplst denust pharma-
2 cist. -
3.24 Clinical Records y o

3241 Problem-oriented . methods: problem .

. identification, problem {ist, ambula-
tory follow-up notes, hospital prog-
ress notes, use of records by all mem-

. bers of health care-team. ¢«

. 7. 3242 Fihng and retrieval system: Morbid-

. ity Index (Coding—ICDA, RCGP,

etc.), age/sex, geographlc dlstnbu-
: . tion, others ‘ «
3.243 Data collection devices: question-
_naire, interview By office personnel
. 3244 Data compilation and display
v 3.244.) Churt system =+ .
' 3.244.2 Clerical mformation *
"3.244.3 Datfbase ~’
(a) Family structure and health
S (b) Past history Y

. (c) Personal gnd social_ history

~ , (d) Physical examination

.3.244.4 Laboratory vatues

3.244.5 Medication records
¥ -

problems ; where indicated with other

«

a

w

[N

"~ (a) Health maintenance ;

Competency-Based Objectives/. 27
3.244.6 "Flow sheets . »

)

P

« (b) Manageme %f comman problems
—hyperteglsion, diabetes, etc.

3.245 Data recording—dictating, computer
3.246 Recall system: “tickler file” .
3.247 Clinical audit for: patient care, con-

tinuing education,, management, re-
search, Example; Patient Care Ap-

" _ praisal . ‘e

- ~ Set criteria for “quality” manage-

»

_ment - -

Pose questions for chart, review
Identify charts |

Review (by clerical personnel

ideally) .

Collate data

Evaluate .

Alter practice if necessary

3.248 Transfer of information to: third-

party payers consultants, hospitals,.
other primary care physicians, Public
Health Depattment

33 ATIT]'UDES
¢ 3:31 The physician’s professnonal role must be

we

planned into available time, consistent
with other comrhitments, especially the
family role.

332 Tasks  and responsnbllmes shoyld- be

sj'aared among coworkers and other health
professionals.

3:33 A medical practice should provide care

that is available geographically, finan-
cially, and temporally.

3.34 Since it is impdssible to understand a pa-

tient in a single encounter, he should
‘ideally be observed and folléwed up over
a prolonged time period.

propnate use by as much of the commu:

3,35 'A medical pracu%;should facilitate ap- -

mty as possible by making the procedures
and eavironment acceptable te persons of
wide age range, cultdral and retial back-
ground, afd socioeconomic classes.

3.36 The physncnan s practice should facilitate

his_own happiness.

4.0 COMMUNITY MEDICINE

" Community?Medicine has -ag yet no fixéd defini-
uon because it is such a wide-ranging field*The term

Jf.? T
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38/Prevention in Primary Care /
may be used to desjgnate all those aspects of the

organization. of practice-which impinge on the de:
livery of care, the relation of the practice to its com-

. munity, locally and nationally, and the relationsbips

of a variety of factors within the practice to each
other (also see ‘“‘Practite Management,” Section 3.0).

The famBy physician must integrate his practice S
that resources available for health maintenance,
disease prevention, and medical care delivery give
the best care possible’'to the most people, to those
within the practice and the community at large. He
‘needs to know the community in two ways—as the
composite of health resources and as an enuty itself,

. requiring prescnpuon and care.

41 KNOWLEDGE
4.11  Health needs of thagommun

g body (usually
ties), and local

. " 'sary to plan ifvolvenfent and im-

. provement in commanity. health.
4.12  Heglth Resources of the Community
4.171% Public Health Department
> Traditional provision: sanitation con-
trol (water, milk);t environmental
gality (control of pollutants); col-
tion of vital staustics (birth and
1eath registration with compilation of
“* corresponding rates, including infant
. mortality); surveillance of disease
’ frequency and investigation of epi- °
demics; care of the indigent.
Recemt trends: provision of " direct
medical care to special groups in the
commumity (such as persons eligible
for maternatiged infant care or chil-
dren and youth chnics, selected mi-
nority groups) or care for specific
conditions (VD, family planning.
tuberculosis). Screening and follow-
up of chronic diseases is increasingly
done (hypertension, cervical cancer). ,(.
Public Health Nurse:
‘Basic health teaching -

L

°

Materna) and child.health
Mental health

Communicable. diseases .
Comjmunity resources

4.122 Visiting Nurse Association (usually
- fee-for-service)
Assessmem -of home for nursmg
care
Home'nursmg care .
Home "hedlth aid ,
: Physical therapist
4.123 ScHool health—often Public Health
Nurse paid by the schéol district
* 4124 Community Mental Health Center—
(if available) government supported
plus fee-for-service .
-4.125 .Social Services . ‘
5 The following agencies are’ peculiar

"to the State of Washington, particu-
larly to the Seattle area. Most will
' have counterparts in other areas.
4.125.1 State Department of Social and
Health Services is a super=agency ™ -
encompassing several divisions:-
(a) Diyision of. Public Assistance | -
Aid to Families pf Dependent
Children
- General Assistance
(Old Age Assistance, Blind As-
sistance, and Disability Assis-
tance shifted to Federal Govern-
ment January 1, 1974, under the
. SSI Program [Supplementdl Se-
- curity Income])
Services for all the above cate-
gories remain with the State:

L d
v

. . Medicaid. food stamps, chore
* SErvices. -
(b) Serwces for the blind provide medi-

cal carc, rehabilitation and voca-
tfonal servicés - -

— (c) The Division of Vocational Reha-

. , bilitation serves handicapped per-

sonis who have potential for becom-

ing employablé.
(d) (Health services are listed above.)
4 125.2 State Employment Security pro-
vides assiftance in procuring jobs;
uncmployment compensation. ¥
4.125 3, State Department of Labor and




Industries processes industrial
‘ claims; prov.ldes a rehabilitation
center.

-4.125.4 Private agencies
(a) American Cancer Society—trans-

portation to,medncal appointments
_for cancer patients; patient educa-

tion services; sick room eqyipmem,‘

hoﬂrly nursing services.

American Red Cross—;hon—term
emergency assistance for selfffice-
men and assistance to.victims of

natural disasters and fires; semces ’

.to aged.

Easter Seals Socxety—prowdes ap-
pliances, rehabilifation equipment,
orthopedic shoes; Information and
Referral Sedvice.

:Salvation Army Welfare Services
Bureau meets many unmet commu-
nity needs, e.g., emergency assist-
ance for food, lodging, medicine,
. counseling. ’

-St. Vincen®de Paul—social serv-
ices section provides emergency *
agsistance and counseling. ¢
‘Jewish Family Service—provides
limited financial assistance and
counselmg . -
Volunteer services orgamzed by
church groups—piovide transpor-
tation for medical appointments,
emergency assistance.

Service clubs and fraternal organi-
. zations may provide help in spe-
cific situatiofis. -

" Crisis agencies—Ilocal groups to
provide. crisis assistance and re-
ferral.

’Competency-Based Objectives/ 29

is alissing in the telephong di-,
rectory. Social workers and psy-
chologists in private pracuce are
lncluded - J
Division_of Public Assistancer pro—
vides some counseling servicés
through Family Services, Agult
Services, CPS (Children’s Protec-
tive Services).
Ho¥pital social workers and"chap-
lains
Counseling with Vocational Reha-
bilitation and Servicege—for the
Blind L )
) .Legal Aid and Lawyer Referral
Service (Bar-Association).
Schools—principals,  counselors,

teachers, psychologists, nurses and

social workers

Red Cross provides counselmg for
servicemen and their familie}; aged.

Lay groups—AlcoholiGg  Anony-
wous, Weight Watchers, Planned
Parenthood, smoker’s clinics, pre-
natal classes, drug rehabilitation
groups, etc.

4.125.6 Other local resources

Migrant health, Indian Health
Service, National Health Services
Corps, Regional Medical  Pro-
gram’ projects, etc.

4.126 Referpal resources

Consultants

Medical Center

Special resources: * regional com-
prehensive health planning agen-
cies should kave files ‘on available
resources for special problems,
such as blindness,’speech and heas-
ing problems, mental retardation,

4:125.5 Counseling fesources
(3a) Famlly Counseling Servnce, as well
as church affiliated agencies (Cath-
olic, Jewish, Lutheran, Umta_rlan,
eétc.). Check telephone directory

renal failure, muscular dystrophy,
congenital disorders, leukemia.
4.127 Medical emergency repources—-‘r e’
men, police, rescue agencies, milifary .

“ 4.128 Nursing, rehabilitation facilities
yellow pages” under ° “Social Serv- 4,13 Beneficial and harmful mﬁuences'upon

”"
Fee based on ability to pay. . health, iness and medical care in the com-
Communny mental health clinics. . munity. demographic characteristcs +(em-

FWS based on ability to pay -+ ploymqqt, age, race, income) and environmen-
“Counselors—-—personal problems” tal hazards (pollution, industnial hazards).

Aruitoxt provided by Eric:
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4.14 Elcmems of Hospital Orgamzauon and Rela

o non.rlups

4.141 Tnparute system of hospltal govern-
arice: righig-and obhgatnons of board
of trustees, medicalstaff, hospital ad-
ministration, ' °

4.142 Staff by-la

- ,procedures, ~
tions.

4.143 Key personnel: admlmstrator board

IS . of trustees, ‘medical staff- officers,

® - business manager, director of nursing

services, laborawery director. .

4.15 Elememts of Organizanon of Skilled Nur.s'lg
Faalmes

4.151 Ownersth individual, pjlrtnershlp,

proprietary corporation, non-profit
- corporation

4.152 Nursing home governance: adminis-
trater, board of trustees (except in
individual  or * partnership-owned.
nursing homes), *director of nursing
services, medical review board.

4.153 By-laws govérning operation of facili-
tles-—-admmlstratlve and patient, care

Selection and approval
qualifications,” restric-

[ 4

- policies.

4.154 , Key personnel: admxmstrator,aboard

of trustees (where applicable), busi-

E

Q
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. ness manager in large facilities, direc-

tor of nursing services, social worker.

4.155 Physicians’ services required: admis-

sion to skilled nursing or rehabilita-

, tive care only upon recoﬁ]mend‘;tlon

\':\ » of physncxan and- patient remains °

' under care of a physigian: Medical

findings and orders must be made

available*to the facility prior to or at

“the tithe of admission. Patient infor-

. mation includes current medical

status,, diagnoses, rehabilitation po-

( tential; summary of courses of prior

treatments and orders for immediate

care of patient. Patient’s toial pro-

gram of care to be reviewed and re-

vised by attending physician at least

’ once every 30 days.

4.16 Organized Medicine in 1he}’ommunily

4.161 Medical societies—local, State, National

. .

’ : .

.

. ,\‘ ) A
- : .

-

s

4.17 Cdmm:mify communid¥ion network and diss
. aster plans
42 SKILLS -
. 4.21 The assessment of one’s own expectation
\ from the community and the ability to
choose suitable living arrangements and
lifestyle.
4.22 Integration of practice into the commu-
~ ' nity to improve hdaith care and satisfy
*, personal goals. T
Effective relationships with other health
resources in the community.
Influence in a community for improve- _
ment of health care and of related pro- -
cesses. ¢ - ;
. 43 ATTITUDES ..
4.31 The assumption of rg;ponsnblhty for pro- .
viding health care in,a community. |
4.32° Acceptance of the. commumtys hfestyle
~and the role of the family physician in the
community,
The understanding of community re-
sources as an integral part of the health
care system; cooperation is essentidl in a

v

-—

423

. 4.24

4.33,

Y

\

joint effort to maintain the health of the
community,,prevent disease, and care for

problems. .
I d

In summary:( we have found ‘that our initial at-
tempts to codify the knowledge, skills, and attitudes
of the family physician have yielded rewards in ir-
tually every aspect of our educational effort. Though
much refinement zand frequent changes need to be
carried out, th&®oint statcmcnt of objectives pro- ~
vides an openness of purpose and a commonality
upon which.to organize the educational effort.

v
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= . Family Medicine Resident Performance Evaluation *
The following items are excerpted’ from the three- -page quesuonnalre filled out
by~all full-time faﬁy members for each resident quarterly The rating scale is

P " specified on the questionnaire and space for comment is provided.

PART I  BASIC SCIENCE SKILLS AND ATTITUDES—
s . APPROACH TO PROBLEMS
.

o PART  CLINICAL SCIENCE
+ A’ Clinical Science Knowledge
Understands prmcnples of clinical physiology and pathology
L ’ Demonstrates knowledge of common and otherwise important diseases
Demonstrates knowledge of clinical behavioral science (human develop®?
ment, behavioral disorders, psychiatric disorders, psychiatric mterven-
] ' tion, psychesomatics) « ;
. * Demonstrates knowledge of clinical therapeutics . .
. Demonstrates knowledge of preventive/n\;e,d’!th g:or\cepts of epidemiology,
/ ‘ evaluation of recommendations fof detectno&and intervention)
- B. Clinical Scjence Skills <.
) Demonstrates skill in guiding patients through health care system (appro-
, prlalc; referral to other hedlfh resources, maintenance of cogtmunica-
— tion, coordination of care) t
Demonstrates ability to implement an appropriate health maintenance
W program for patients
C= Clinical Science Attitudes
Sets realistic goals_in management of patient probl
— - Maintains an attitude that help should be attempte?gor all patients
Takes a broad view (physiological, behavioral, secial) of patient problems
Shares responsibility for solving patient problems with the patient, includ- -
T ing adequate patient education
‘Maintains a preventive attitude

v .

PART Il PRACTICE MANAGEMENT

A. Practice Management Knowledge ‘/—%

Demonstrates understanding of the traing, roles, competencies and effect
on practice of non-M.D. office personnel .

*B. Practice Management Skills -
. Demonstrates skill in management of clinical records (use of P.O.M.R.,
dictation filing and retrieval, transfer of “information to consultants,
hospitals, etc.)

_;Constmct.ed by Miclfael J. Gordon, Ph D, ' .
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C. Practice Managemerft Attitudes
Shares responsibilities appropriately among co-workers
Emphasizes follow-up and continuity of care

Appropriately allocates personal and professional time
f - .
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- APPENDIX I’ ‘
£ 3 .
. . * i >
. FAMILY MEDICAL CENTER ' HEALTH MAINTENANCE NAME . s
Ungversity of Washington _RECORD_ _ ’ DATE .

-

J 2040 Yrs. 120|21|22}23|24|25]26|27|28| 29]30|31]|32}|33|3a]|35}36]37]3s 39] 40

BP | ‘ ' ‘

« Cardiac PE

».

Fundoscopic

Cholesterol

- ’

CXR ‘ ONE TIME

. Pulse
Assessment

ONE TIME .

HCT ONCE IF NOT PREVIOUSLY DONE ' :
N

» I

Rectal & Stool . .

Guaiac ONE TIME  ~
. \1 ’
« PPD ONE TIME

Un ne Dipstix

VDRL ) . ONE TIME —

interval -
hx form ’

L3




FAMILY MEDICAL CENTER
University of Washmgton

RECORD

.« HEALTH MAINTENANCE .

20-40 Yrs.

BP
(Q. yr. if on

"BC pills)

Cardiac PE

Fundoscopic

Cholesterol

CXR

ONE TIME, - —

ONE TIME

1 .

* Pulse
Assessment

HCT

Breast PE

ONE TIME.

[y

Pap. SM:

r

- Rectal & Stool | *

Guaiac

ONE TIME

.

PPD

L4

Urine Culture

VORL

ONE” TIME + PRENATAL

ONE TIME

~

Gonorrhea.
Culture

Dental PE

oT

interval
, hx form

CWT

34




" FAMILY MEDICAL CENTER _
University of Washington
.
w ~

o

HEALTH MAINTENANCE
" RECORD

Ps

NAME

DATE

. > 40Y;‘s:.'§

47 48

BP

*Cardiac PE

T Fundoscopic '

Cholesterol

CXR

. ﬁulse .
Assessment .

Tt

1384

Rectal & Stool
Guaiac

P\

Urine Dipstix

W7

Urine Culture

VDRL

P

Dental PE

Tonometry
DT

Interval hx form
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* My irs, commedt on Dr. Bakers paper—I wish
* I had sauf ‘that! Let me qurckly grve an encapsulated

may be:3g eeirrg to ¢he wrong-Ming. My summary of
. his pagilis’ that the objec®ves are in the field of

ﬁ ) n; C,

ol;je by (b) give the experience, (c) |dent1fy

those fiot met, ¢d) recycle to’ ensure objective ob-
tained, .and &) reevaluate 1o ensure all have Suc-

C te

Thfe goals are 1mportant and the system efficicnt.
Wﬂeﬁ’a system is.absent, real problems will arise.
,09 my Canadian Licensure Examination, Wfaced

W
& )ust five' glestions on internal medrcme-—one£s !

about gout. I mus{ have missed all lectures on’

[

learned .anything a gout! That was at once a
tragedy for me and a p: tentlal travesty on the public
" which-Awguld serve. aker's system would probably
+ ~ vhave preventedxthrs tragedy and, >
However, 1 am left with th
which I nged HELP' These concerns are: (1), Learn-
_ing of a system delineates concEpts (2) " Attitudinal
“dirggtion has NQOT, been (3) Ctgnmve facts
ma%not be televant (i.e., competency-based objec-
tives are based ‘on. ,the assumption that the goal is
v, agreed upon but &' agreement may net be true or
correct .C.8¢ remember, in 1950 to be certificdgas an

Q;‘S pete‘ncy -bas
with a threat

L7

- CO

ravesty,

B

édyabottion!)

EPTS,
{

Thjs is not bad. Learmng of a system a protoc
r;néi)rlthm a standard workup, a’ health mai
prpcedure is good But Iear«mng‘y such a pro-
ure prescnbes thngh!

\
a

lNC OF.A a’STE!\'L‘INI'ATFS <.

‘In /V.ol. I of ge

is repedted three ti
-becoming physicid

8 Brmsh Medlcal Journal, it

is that they too closely fgilow,

~ the dictgges of their professots. That is, it was felt

~

I had riever seen a patient with gout. I found nothing > %,
in my four years of class no®s on gout. I had never _

e major concgrns, for,

o

Ctive was to
f Piethylstilbestrol daily to a patient’,

\

- that wothien were easily trained but “could_not
educated.” (Forgive the \&ictorian _errpr?;ib,o
¢ women.) i
Do you congider )LOUI‘.SCIVCS as bemg well ‘traine v

or do you believe you are well educated? As'a
_tramed person, you know that b follows a. As an -
educated person, you know why b -follows a. T®
paraphra& Michare|, Shimkin (1971): '

In war asin mddicine, the well trained say “Cdn do.”
"The well educated-asks, “Shotd we do?” While. we
_need both good (raining and goed educaffon, the

skills and gttitudes. ‘Then: (a) set t@.,, competency-based objectives by Dr. Baker seem' to

~9

$ that e troubl¢ with women ~

'{Q“

-~
*. P
i

-

L

"‘Qmphasrze the training. The 'major, questions to be - .

> solved m the propbs‘ed program are the Sackett-like
questions on evaluat‘ion of screenmg procedu'?cs
 (Sackétf, I972) . o

- i
aAN A’l’TlTU RECT}ON !
HAS NOT BE ET

-

¥

P

- }
Through competency- based objtctives, there is an
excellent emphasis on knoy fedge. and why to ac™
cumulate it. After all, one ledrns best und_gr the pres-
sure of moderate anxrety——and if you dont learn
this, you flunk? Skill is leaggéd when you récognize
that for right-handed People, the right hamd is dom-
inant. But, has there been an effective, pewogrcal
toobdevelopcd which tcachcs attitudes?
What, 1s attitude” From the American Hentage
Dygtionary, that Dirty Dictionary which deﬁnes

7

. ¢ .

all
the four letter words you mrgh)t have wondered abo’l/ .

“A state of mind of feeling with ,regard o so
matter.”, Your attitude, thes, is a state of mind which
- foeuses your tfroughts and .affects your behavior.

(I'll apologize in-advance. T gQ{ out of the service
and started Medléq] Schoot the next day in Canada.
Man‘y of my classmdtes were ex-pilots and artillery-
officers. H. L. Mencken sa*d for four letter words-
look to Canadlan troopers Of Neapolitan boatsmen.

* My attitude toward four Ietler words changed in that
.environment and my behavior may refiect it. So, what °
the hel; let’s talk about teaching ogamt.u(fce )
" To

(b) I can easily. see 1t does some gdod, (c)
somcthmg SO bclld\fablc l can use it day or mght,l (d) -

dell me a new attitude, it has to e a) A .
practical size I can carry i my head, not M




has tended to follow Hilleboe's (1965) mode] of:
P O (a) Prevention’ of Occurrence (b) Prevention of
- Pfogressnon (e) Patignt Education.

matnx is easier %o use. My model is not new, only

. “'in its daily a‘ppllcauon to chmcql problem solvmg Tt

15 a combination of the Epidemiologic Modgl of

Host Agent Environment, and the three levels of
prevennon Primary, Secondary, Tertiary.

The advdntages are: (I)o it provides an easy

T "o '
. : . 38/Prevention in Primary Care ‘
" When I use it, it works, (e) It will help me help
. othe1§. L34 . [ § '
~ In-attitude teaching in Preventive Medicine, Baker .

- I'propose that Thomson’s 3 X 3 problemi-solving’

‘ formula to remember; (2) it requires consideration to

use develops a “preventive attitude.” See example in
Table 1.,

——

COGNITIVE FACTS MAY NOT BE RELEVANT

We may well question some of our experiences. Is
there a valtie in doing/Pap smears? Kinlen and Doli. ~
(1973) just finished doing a rehashy of the data in
British Columbia. It again raises the question of what _____
happens as the result of doing all these Pap smeax’s
It has increased the number of hysterectom;es done
in British Columbia but has it affected deaths from
carcinoma of the cervix?

Multiphasic screening raises another question.

7 . .
o . fill in or reject filling in, (3) it provides a manage- When vou considgr that there is a calculated five
® ment toolto: pauent problem solving; (4) it can be percentsfalse positive error for. each test and you do =
zgpphed to all clinical problems; and () its constant an SMA-16, you are getting almosﬂ'to the pojnt
.o . L . . Y :
¢ S 2 3 o F
- ’ ']‘ABLE . Prevention Matrix prepared-for a prohlem of a 75-year-old wom Witha fracture of the wl'is(-
e e —~A—v‘~—y - e e e " - - A ,_Q_.A-> _—— - -
-t i, HosT ‘. . - AGENT- ENVIRONMENT f
A . - - B : . A L .
3o M . < H 3
i Maintain’ nutrition dnd vigor an all No appropriate preventive Promote senior citizen cenlers to,
. f . élderly ,. : measuges found encourage physical activity and
! X . better nutrition $
5 PHMArY  * e emeemmmmmmmmm—mmmmemm [ e e e e e e e e il et
'Prevemwe vy,
) drr; patient of bnittle h()nu and  Wear non-shid shoes Promote better Lighting, smoother
‘ Measures prone '3 falf . . ‘Decrease weight 1f overweight Lwalkways which patient might
< . Teach to fall correctly - use
¢ ' ° ‘Wear wrist bandh when walking ” § i
% . on ice i ) .
. = Harmone supplements : - .
. * i - 4, M. ) ) &
. - X-ray aH sprains * NoO appropriate prevefitive Provide transportation for tnjured
‘ C arefully select anesthesia . mL‘gVKLC\ found "~ Insure trained personncl dlel:lbIé .
Secondary Lo ) for care
CPreventive " _ . _ e eeea- P S, U & oo e mmmean -
, Meusures ,.("n( i cock-up posttion, mobilize Remgvable protective sphints C heck for irntation Tgom cast,
o térly. heep fingers ative L5 afterscast rethoved, to be allergy to plaster, ﬁ% 9!'
. . ‘ ) word 1 daylime - fit
. , - o . » ) o ‘
’ Lo Ry e o Complete Medicare reports
LY H . . . ) * | \
L - ‘l N 3 -, l. * o
‘- Active and Tesistance rases for  Patient protected from /f.ullmg Adequate faudity and appoint-
fingers and elbow again 2 . ment for rehabilitation, trans- 5
' Tertiary 1 ., « portation, payment of Loty -
. Preventive bdmmem e ’-'T ----------- Rutalelol’ sttt P .- b 2
. f Mg Program® of better, health mainte- NO uppmprml; fPeveniive . Fdifate family and, or gpursing
nance to prevent recurrence measures found N . home pcrsonncl about 1n¢teased
- S sk for reCurrence of acadent
~ SRS \ - - ’ . .
§ r . ' ':
€ ‘ L] ) v , ‘ ’
”* L] - 1
(&) ' ‘
ERIC g ‘ = '
9/ : | - .
- 4 .
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TABLE 2, Abbreviated Statement &f Criteria for Programs
_of Multiphasic Screening (after Sackett's Com-
" mittee Report to APHA, 1969)

L Screempg must lead to an improvement in end resufts
’among those in whom early dihgnosis 1s achieved B
a) Therapy is effécuve.

'b) Diagnostic confirmation 1s avanlable

¢) Compliance by asymptomatic pahen{s
achleved

d) Long lerm benefits 4o patients will outweigh ﬁetn‘

’ mental effects to those tabeled “diseased yor “at ‘high
risk.” \

¢) Effectiveness of each coniponent 1s pzo»ed before

can - be

“

- sbeing added to a multiphasic system,

The cost-benefit and cost-effectiveness characteristres of

the program of screeming and lopg-term therapy must

be known* k

a) The frequency and‘evemy of the
an action to detect it

b) The effectiveness of a screening test should relate 1
the population screened .

c) The probable level of use of the information hy lhe
screened popufation should be known .

d) The mix of screeming tests should be appropriate for
the target populgtion. :

IL

-

k)
Jicease malrants

. .

» - ’ .

where—think ofsit this way. wait unul they get thar
new machinc. SMA-21" -
This reminds me ggamy father-ip-law’s experience

Among his many us vcntmns& had one which
excplled He designe® a low cost hittle tool which
* fooked likc a pair of phcrs. With it you could m.snly
rep?lit ihe buttons on shoes. It was ready for market
just as they quit making high button shocs.

These experiences suggest a nced to develop a-set . |

of criteria to assess what we are doing And. gent'e-
men@his is why T am here My hidden agenda is te
get you to help me develop a set of eriteria for what
we are doing. I had hoped this conference could at
least deduce thesc. For the Secudn of Bpidemiology
of the American Public Health Association (APHA ).
David Sackett (1969) preparcd somre criteria for the
field of screening for carly diagnosis. (Sce abbre#-
ated statement in Table 2.) But. is carly diagnosis
the only level*of preventon in Primary Care” Is
carly diagnosis the only thing we doy What about
developing criteria for a%wcssnfgnt of all levgl of

_ prevention?

A. Primary Prevention:
1* Health Promotion and Education

4

4

[

.

[

\
LY
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4

‘was described by gne of m¥' residents as Jgiving ¥

the bgncfit of your best guess.”
2. Specific Protection -
Get your Tgtanus and Drphtheria shots 58 you

-

won't-die. But neither has an effect on creating -

" a herd immunity. Polic vaccine probably does.
But where does herd lmmumty fitTn our criteria
for, specific protection? " .. . ! LT

B. Secondary Prevention:’ .

. Early dmgn051s is a gopd thing. In ‘sofhe in-
stancés 1t ‘only helps you worry @r about ..
youyr disease. but at Ie&{_}ﬂow what you
rare suffering from. That is one pessible contlu-
sion you cap draw from the data that fife expcc.‘
tancy after age ten h¥s not ‘been- prolonged in
the past 20 years..
2. Management of patients to ledsen -the se-
verity of their comphcation 1s fine. But, if lor;g.—
term sterdids
decreased, wefll killzourselves with"superinfec-

" tions or old faghioned T.B.’ .

C Tertiary Prevention. !

I Rchabilitation—is it always good? Let’s get
some criteria which will help ‘us evaluate post-
operative remedial exercise for a metaytgic hip

"~

A fracturg in a 7S-year-old woman with cmphy-

- séma Let us look at thmfrom a cost/bcneﬁt
4 s(andpomt as well as a caring stdndpomt .
» 2 Termmal C&r-e.w—l don’t know if any of you
have, read my dcscripnons of prlmdry, secon-
dary and.tertiary prevention. | always add con-
siderate terminal care to the tertiary level Look
at criteria in reference to this because 1t may be
that here is whe'rc we can get the greatest payoft
of anything in the field of prevention. When we
prevent problems for a five-year-old child, in
adjusting to having lost his grandmother, the
effects of h’ that 15 donc may Iast 70 ye'lrs for
that child.

At this pgint I am going to ask a qucxtmn How
many of these * good things™™ will emanate from pro-
fessqp® of preventive medicine and how many of

3 them are actually going to be ¢oming from the pri-

/

mary physician i his day-{o- ddy care of patients? It

. seems that our rC')()nSlhllll)’ as teachers of preven-

; ive medicine is 10 teach preventive mcdlung in a

primary care clmual setting and we might ﬁnd it

“ more effective.

. Keep out of dmfts drink )(fur'p;um juice. wear o T will C(*dc with the following. (1) Teach
- galoshes, brush your tecth twice a day.and sce knuw.lu'gt skills per Baker's paper. T think 1t is
your dengst twice a year This type of cducation  excellent, (2) €onwder a way to get some deep, in-
; bo-
o '
'ERIC - - 08 -
g - y

Aruitoxt provided by Eic -
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d immunosuppressants are not.

*1
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: 40/ Prevenuon in Primary Care
*
4 | gmned at&ldes of prevention into all students-——-
whether they. be primary care type§, or not; (3) Let
. * the experts gatheréd here develop a serof critefa on
how tp evaluate what is relevant..The primary physi-
cian wants this help—and he isn t.getting it
- . - . . - . ' ‘
* e » r L4
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the problems that he's
them. It's so very -di i
, Nmin‘g' up against a

14

provokmg presentauon Haqwever,” when talking. to
new residents commg into our-program, I'talk about
these three or four areas in a different order. I put
values and attitudes first for severaf reasons. First,
because they are the fundamental thing that were
trying to change. If we change the values and atti-

tudes, then ‘the teachmg of appropriate skills, and-

* knowledge will follow. Secondly, 1 think the

makes’ the setting apd”ti@ role models absolutel-y
vital. In other wordsS, if the valles and attitudes that
we're trying to cenvey don't pervade the whole setting
of education and are not practicéd b the teachers

»  then we might as well not talk about .

Further reason why the setting'is: so lm]ﬁ'tams

that it's not until the student or resident confronts

;x o learnhow*th deal with

nt learning thing 1n

theory and the blem and

looking for solutions to it: This is one of the problems

we've encountered in teaching epidemiology to resi-
dents.

In relation*to skills, some are umqucly stuted to

- family practice. Among these are “the tactical and
stfategic preventive medicine skills to be used by'a

family | actiiener. [Note: thésc are discussed m de-
" tail in Dr. McWhinney's paper in chaptcr 4 of this
book.} .

My last comment would be one-of sxmpathy or
empathy with you in writing Magerian objectives
because they become®less and less possible and mean-

ingful as you go up the scale. When you're down in__

the practical scales it’s casy. The more you get ea-to
attitudes, values, and philosophical levels, the mere
difficult an impossibl’e it ' becomes. 1 was comforted
to read ih’ Silberman's, Crisis in the Classroom a
critique of the Magerian approach to educational ob-
jectives. While 1ts valuable as a dlsc1plmc I agree

.

you regard as a preventive attitude. Aqd if_you can
identify what it is that he did that led you to.know

that he had that attitudasthen you gan com - :
put that into your behavio ecuvcs This argues

for taWﬁ\/model family physician with
that p five attitude. I would further support ef-
fQrts to establish Magenap behavioral objectives be-
cause the exercise producing those educational ob-
jectives in and of itself allows the faculty to focus
their, philosophic-efforts towards the prod of a
common ecduchtional product—it makes;:culty',
focus on what it is that they warnt to' coff®y to the
« student. 2
FARLEY. 1 wou]d like, to funhcr remforce the
point that among competencics fp be taug}ht the prac-*
titioner_ is_the attitude and wability to be critical of
‘wHht he is doing, tq ask questions saying, #This is the

" way I do & now. but is it right”” Ma
\from now we’ll change our whole sY!

ten’ years
m of looking

at cervical smears orocxammmg breasts or -whatever.
The practitioner nceds an attitulle to adapt and con-
tribute to such”change This may be reinforced by
encouraging practitioners to ‘play & rqle in develop-
“ing data on which decisions rcgaxdmg such changc
are based.

S SMITH: Pr. Farley poinis” out that much of
what we'ré being. taught might: be irrelevant in 10.
15, 20 years. and that the practtioners should be pre-
pared to change, ideas about wlrt is right and what 15
wrong. On¢ way to get that dosic is thgough the feed-
back from one's patient popalatich ’Acc0rdmgly you
can’t consider a famlly medlcm\c ‘resident to be com-

petently tram*d unless the traming h::g

hand expcrle cc with consumet fee

included fifst-
ack gnd con-

qumer respogsibility for the definition of the »nceds

and for the lanning and cvatuation of the services
rendered to meet those needs. This ithportant com-
\sldcration has been thissing from the discussion s¢

“far. : o

CHRISTIAN 1 hiave same reservations 3 this

’ Qoint In my residency traming we shave worked wyth
° . [ 4 N

4]

. e )
——-—'—: — ‘ with Dr. Thomson s point that 1t may be very con-’
.- ) ) , stricting. v o ‘
- SCUTCHHELD: Despite the Ilmltauons of the,
DISCUSSION ’ . method, it's important for us to develop competency-
. . based behavioral objectives‘in order fo get any kind
. . of handle on the quality of our educational product.
_ = — — It is difficult to define the attitudinal objectives,
. - but all of us are aware of the expgrience, 1'm sure,
. R _of having seen the family physi:i‘:l% who has effec- .
. McWHINNEY: That was a very theught- uvely demonstrated that he "has that amtudg which

-

»
i
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consuri® advisory groups and frequently found that -
they don't have a realistic approach to'what is cost *’
effective, They want you to manage many more pa;

, , lients than yourcan. They want you to Create more

’ facrlmes than you can. So my point would be that-

“you are gomg to.train residents to work with con- -~
o . sumers, that you counsel them to assess how well 1n-.
formed the cofisumers are regarding how me€h medi-
cine costs, what services are gvailable, effective; eic.
——"'Paﬁmems role, in fact, might be to assist —

consumers in becoming better ifformed. 3

' PAYTON: l .would hke“to pursue this further
and suggest that in delineatingseducational objectives
~we ought {o begin wnh outcofmes of the health care
system—getting people, physicians as well ‘as con-
\ sumets, to thing about what it is :-at we would hke
to have, accomplished through this massive Thulti-

- billion dollar effort that we're puting forth. This
focus on the primacy of eutcomes on the part of
practitioners ought to create an attitude c‘onducne to

‘ _achieving the competencics Dr Baher has listed. *
e 3 Also, starting with-eutcomes, you will speed  the -
- garmng process 1n medical school 1 note that Dr

aker has listed ander l‘{‘noulcdge “for cxample,

“Prevalence; approximate, including populations at

tisk.” Nol. I can remember oy patholagy textbook

alwa\s ha¥ing a little scotten about’maes greater
. s‘than females occurring in t 1 dccadc elc. etc.
sbut I couldn’t understand w know that
v " .at that pomnt” Okay, if we gould start with the pomnt
, ‘that we have outcomes o0 achieve and one of th\‘
outcomes is the prevention of iliness. mayberwe €
$how students. both at the undergraduate and the
postgraduate traiming levels. why they need to rgtam
"that picce of information Motrvation' Get them 1o
__ recognize that this is for the benefit of #cir patients
;. On the matter of creatmg the corhmtimity preven-
. dve attitude, 1 would like to take us backhone step
. from the discussion of training to a consideration of
' the attitudes we are starting with’in students entering
+ the medical ficlds To what extent do these entering
attitudes determine the ulumate attitude of the prac-
. \titioner” 1 ukderstand that an unusually large pro-

. ) portion (approxnmatd\ 50 percent) at the Univerqgly
of Washington Medical School elect to pursue the
"delly Physician Pathway.” a curnculum which.
.10 titlé at least. mlplms a philosophy very different
from most of the tgamming 1 recerved in medieal
school. 1 am interested 1n what accounts for, this Ts
‘there something about the students that arc wected”

. . Is lhcrc somcthing addmonalh dlffLanl about the

\ . . [

soqiul ¢nvironment there that sustains and suppdrts .
this preference? - SR
BMKER There¢ are- threc major reasons why

Al
, maily studentsagraduating “from. the University of ;

aghiington are heading fgr primary care, parucu-
in ‘rural areds. The first is the admisswns pro- -
re which is in part the result of a State school

ce
responding to a clear social need, at Ieast in_the.

Pacific '\Torth\\esl The admission _commitiee looks
hard for'students who are going to do that. If you ask
me i thC) Jook for them, I don’t know ’Lhe answer
(I 0‘3 stapdard saw that is classic in senior skits -
that qh can't get info the University of Washingtdn’s
Medifal School unless you say, “I'm going to be a
rural. familyfoc in the Pacific Northwest.”) ’
Secondly, ‘the modeling system has changed Family
Medicing, through 1ts,involvement in core curricu- P
lum, puts on thres hal( -days of the orientation week ..
durlng which we oduce the conccpts of inter-
personal communi n "We do 1t in small groups
with ph\srcrans mainly family docs that are on thé
‘faculty. and these arejthe first doctors the students
see. | he subspeciahst s nno longer the prime or sole .
chmcdan model. Lasthy, there s a’ very successful = .
curriculum advisory svstcm'for students who ase pre-
paring for primary care This mcludes ongoing con-
tact wih both academnc and communm -based . .
" fdmily physicians® .
The curriculum for’ the path»\a» “fits Whitehead's
Conceptual frame, hcglnmng with a romance phase
the first year—commaunicging with patients, pro- -
cecding to a precision phase during the second year® )
——cr&rc‘rlh discussing preventive medicing and othcn
primary carc sKills and c0nc;pts in seminars and
learning the- -apphcation of specifie skills in censort’
with a’practuiging fymuly physician. and concluding
with'a S\nlhgﬁ‘lS phasc consisting of a six-week semi- .
nay clcrkchrp i a fgmily pracuce 1n a rural com-
munity *
$TOKES, 1 question the implgecaten that basie
values and' attitudes can be taught 1n medical cduca-
ton Basic atutudes andsvalues derve from the
famyly and from carlier traimng and cultural experi-
ences All we can de in medical school 1 reinforce
those atitudes whichs we consider good.
SCUTCHFIELD Wrong' Members of my meds- '

.l sghool class recerved @ Muluphase Personahty

Interview everye year for four yearegaWe got pard
noid. lost” our "humanitarianism, g‘nh(mlarr
lost our soctal consaence, and became very disgis
fopused They certanty dhanged our atutude! ot

(9 o
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" With the pulﬁicauon of the Miilis Report (Report
of the” Citizens’ Commussion on Graduate Medical
Education, 1966), the attention of the medical com-
murﬂy was abruptly shifted from the comfgcting
scene of leaping ddvances in basic biomedical®re-
search lo the disquieting spectucle' of xerous
deficiencies 1n the health care delvery sysfem A
major emphasis in Dr. Millis” report was that the
system would function much more? cthicient)y and

ono;mcally if each patientehad dccess to a 3r|mur)

ysician who would be responsible for advising.
_coordinating, and supervising the patient’s rhedical

care. ﬁnolher national commussion A National Com*

* mission on Community MHealth Services, . 1966)

pointeds out that the direction in medical edyication-

.would necd some  alteration if personal physicians

" amalgam of skills not ¢

-

[} - 5

chce. Since this type of physitian would need an
marily found in the prod-

£ any gxisting residencies, new training pro-
grams would have to be launched. In 1969, when\

the new field of family medicine feceived specialty
status by virtue of the establishment of the Ameri-

can Board of Family I’wclice{I there were only. a
handful of residencies to train the new practitioness.
Today, there are over 287 approved residencies, =
over 85 departments or divisions of family medicine .
in American medical schools, and several dozen in
other countries. Concurrently, there was a great surge
of actiity among legislative and philanthropic.
bodics to provide essential funds for the support of

these educational efforts, and a few of the traditional
specialties, particularly pediatrics and intgrnal medi-

cine, began to rethink-and reevaluate. theicown ap-
proach to medical education at both graduate and

undergraduate levels in hght of cxpf,esged pubhic

opinion and changing priorities . )

Out of this ferment the outhne @®a new breed of

_ physician 15 gradually, appearing—one jdedicated to

bringing high quality of care to the conmon ‘health
problemys encountered in daily living ©ne can then
, for purposes of this paper, the primary care
S1an as one who- (1) serves as pRysician of fitst
cgntact with the patient and provides ajmeagns of en-
try njp the health care system, (2) evaluates the
patient’s total health nceds, provides pgrsonal medi-*
cal care within onc or more ficlds of medicine. and

4

were {@ appear n any number and be equipped to® refers when Indicated to appropriate sQurces of care .

provide high quality -of care The Wrllard Report
(Mecting the Chalienge of Famuly Practice, 1966)
cnunciated the necessily of special traiming for phy-

. . r
. sicians who would both deliver-primary type.of care

&);ller&ls at casily accessible points of eftry into

th&Nmedical care system, and be respansibleifor pro-
’ vidipg logical continyity and supcrvision !

During the samzyea(s that these commgtice ree

~ ports eccived national prominence, the Americin

“Academly of General Practice (fater chapged to

Amcr®n’ Academy of Family Practice) vigorously

advocated the copcept of the family physician avone.

which would meet the need for comprehensive, con-

tinuing care. The family physician would bé broadly

_knowledgeable in the miedical disciphines mopt useful

to physicians of first contact—internal medicme. pe-

diatrits, preventive mediciQey sbutetrics, medical

gynecology. office type surgery, and behavioral sci-
X . v

~
l

[
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while preserving the gonuinuity of his care. (3) as-
sumes responsibility fof the patient’s c.)omprchcnsn‘w o
and cgntinuous health care and acts, iwhere appro- -
priatg. as leader or coordmas‘ of a tgam ofr,hcuh'h ’
care providers, (4) accepts tesponsibihty for the
patient’s total. health care withig the ohtext of bls
environment, Lincluding ‘the cOmmumty and the
fanmly or comparable social umit '(DHEW, 1973) -
While the family physician, as primary care physi-
cian for the family, regards the health of tht wholer
family——all ages apd both sexes—irs under his acgis. '
at least on the primary care kevel, the other mujor‘
deliverers of primafy care—the intergist. the peda;
trician, and the obstetrician—customgnly place ¢er--
tain himitations ¥ith regard 1o age or sex of thar
patients ’ -
From sych a definttions it 1s evident that the -«
sights and skils of prevontive medicine would be of

~
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substantial importance to the functioning of the gri-

mary care physician. Preventive medicine. with its

_melding of social, economic, epidemiological and
" statistical sciences, is a discipline which can enable
the new physician to affect the health of his patients
by, idéntifying incipient discase, flagging high sk
situations, mobilizing community resources, and by
working with other professxonals to reduce hazards
_and remove barriers to good health. The responsi-
blllty for the harmonious integration of these some-
what diverse elements with the <urative and
rehabilitative aspects of medical.cire Trequirés a

“globa) view" on the physician's part. It also re-
quires a willingness tofork closely with other physi-

i s, for no single physicitn can possibly possess
the knowledge and skills needed to solve the many

'complex health problems i his pracuce. *.

What, then, are the competencies required of.the
Jprimary care physician if he is to accomplish his
“task? Before addressing ‘this question I must ac-
knowledge my own bias and 1dentff) the limits of my
comments.(First, the scope of this paper does not
permit a detailed consideration of all” of the com-
petencies required. but rather calls for emphasis on
those competencies with preventive medicine con-
tent. And, secondly. my only formal teaching ex-
prience has been with a tramimg program for
family physicians and. therefore. my positions and
statemfents must be seen in that light

» ,

PREVENTIVE MEDICINE COMPETENCIES -

I will discuss the rcqunred preventive, medicine
compctchncs under four headings primary preven-

»or abuse

there s little lielihood that the patient’$ unarticu-
lated needs will be_met. Since crisis care is the
antithesis of camprehensive and continuing care (al-
though the management of crisis falls within the
purview of comprehensive care), the physician must
have an atutugde which conveys the importance of

* gprevention t"’hetwlcnt (Blanchard, 1970).

<t s uﬁiversully appreciated, I believe, that a few
patients. mostly women and children, present them-
sclves fairly regularly for “check-ups” which are
often directed more toward the detection of early
“disease than to identification of factors which con-
stitute risks to future health With frustrating fre-
quency. no active disease “process is detected
Morcover. identified health hazards, such as obesity,
& alcohol or tobacco, are often not suf-
ficiently disturbing to the patent to motivate a
change 1n his habits or lifestyle.

In+additton to the difficult and dehcate, taske of -

arousing the .patient’'s concern about asymptdmatic

health probléms without' producing hypochondnasxs, :

the physician 1s aware that the effectiveness &f many
popular approaches and techmques to prevent dis-
scase or disability are unproven. The gdestion. “Does
preventive megicine really, ‘work?" desgrves study

and carefyl testing under a vanctv of controlled gt-
s would be of great value to the physi- |
_cian when planning cffective allocation of his time -

uations Res

\ v

and resources
For thc'pmlotvpt. of effective primary prevention

—ASWNEmMEniZation agamst infectious discase— §

there is little question of 1ts cﬂ'ucmcnus The pr-
mary physkian must be conversant with, the latest |
recommendations 1n Jhis arca by the recognized ,

tion. sccuo/n?} prevention. to mclude chrly discase @ national and public health advisory bodies (World7

detectiog,~paticnt education, dpd community medir - pog Organization. 1960, 1961, 19711 He also)

cine. . - needs a system of pracflee which 1s designe

» ' , . :
‘pcrmdu updating of each patient’s immuniza-.

Primary Prevention ?nstdtus A description of one system will be found

LR

Aruitoxt provided by Eic:
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The protection and prescu,«m;m of his patient’s
health may be the most important tasks of the pri-
mary physician. Yet. in terms of ume and affort de-
voted to therr acmmphshmcnt they often receive
scant attentiofuring the dVLl’dEL patient physician
contact (Peterson et dl . 1936. Bakes and <Parrish.
1965). Why.is this <0’ A partial answer undoubtedly
liexin the percerved expectations of e paticnt. who,
asually presents himself to be restored to health. or
to have his discomfqgt reduced if cure s not posable
If ‘the physician sces Jiis tesponsibility as hmited to
respondingto the im ediate. often self-limited crisis,

N

later m ths paper However, no system can substifute
for the physician’s posttive attitud
tion. which may well be something~he brings ,vnghi
him when entering the primary care feld rather thag,
something he acquires through tramning: A small,

i
toward preven-

t

study of ncoming Family Medicine " residents m’ ’

The Umvcrsm of Rochester family Medicine Pm—;
gram showed that they had very positive dNIlUdCS
taward preventive jaspects of “medicak care. (Ses
Appendix 1. this chapter ) Furthermore. review o
the othee medical records from several graduates of
the same program mdicates that primary prevention

‘.
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‘i still regﬁded as an important part of office prac-
tice two or three years affer completion of formal
" education. .
Competepcy m primary prevention, then, encom-
passes the isite knowlgdge, skills, and attitudes
which wi ble ‘the primary physician to prevent
disease where possible, either through immur%ﬁon
against infectious disease, or through patient_educa-
uOn for patients exposed to identified health hazards.

Seioldary Prevention - .

When'the doctor discovers the presence of disease
in his. patient, kis preventive medicine competency-
st extend to limiting the impact of the dnsease on
the patient, his- family, and his community. Pefhaps
he single most’ important aspect of secondary pre-
vennon is the timely: employment of rehgbilitation
measures. Like immunization in-primary prevenuon
there is little doubt that early steps to preserve and
restore the patient’s abilities -te function often dra-
matically decrease the potential social and economic

cost iof the illness. Again, the critical, element is the
doctprs attitude toward the patient ang his illness. To
cite & common examp1e, the patient sgecovering from
a regent myocardial infarction may flinction a great
deal better when he’returns tg~work & he knows his
family ‘and employer are aware of the “game. plan”
for his resumption of normal activities. The k<y per-
son §o minimize reentry shocks is the Personal physi-
cian, It is mcumbcrp upon the teachers- of primary
care to stress that curative skills also are not enough
to do the comprehensnve job requlred of the ptimary'
phys:c:an ‘While # is not neceSsAry that'the physician,
carry 'out the rehabilitative program personally, he 1s
responsible for secing that it is done, and this smplics
-a basic know{dge of rehablhtatlon as one of his

cornipetencies.

*Another aspect of secondary prcyentnon mvolv&
the notnog that, in many instances, detéction of dis
ease in its asylptomatic state will be of definite
‘benefit fo ‘the patient. This appealing concept has
"been seriously challenged by several, (Sackett, 1972,
Siegel, 1966; Boudot and Weiss,” 73 Ahluwalis
and Doll, 1968) who question the benefits derived
_from w e screening=programs , and periodic
health tions. A rational approach toh carly
dise jon 15 clearly called.fof, and should be
part of imary physicign's campetencies To

. justify th of screcning Lhould be prepared to
answer. such Qquestions Is thg, disease to.bc

64 C -
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screened occurring wiﬂwuﬂicient ftequency within
the population at 'risk? Is it*associated with signifi-
cant_mdrbidity? Will early detection beneﬁt the pa-

e tient? Do the screening, tests available possess tie .

required degree of sensitivity, specificity, and repro-
ducability? And does the patient understand what the
testing procedures may mean to hlm in termsof cost
and possible benefits? .

T\o make rational decisions in this area, the physi-
cian needs much more and better data than is cur-
rently available, and he neéds a good grounding
in the epidemiological principle’s inydlved—two

areas where depanments of preventive medicine /

could make major contributions. .

Patient Education

.

i

One of the most popular bifiefs hel by laymen
and physicians alike is the one whi "asserts that
health ducation can be an effective method of im-
proving the health of the iffdividual or the com-
munity. The adherents seldom define (what they.
mean by pauent) educauon For our purpoges, patlent
education means a deliberate effort on the part of
" the physician to modify a patient’s behavior by in-
forming him about health hazards and* by recom-
"mending change. While this is a daily exercise for
nearly everyone pracucmg clinical medicine, when,
" caring for individual patients with identified prob-
lems, the concept of education for cohorts of patients,
or the practicg as a whole, js seldom practiced. The
primary physiciah must cither learn to use techniques

* for educating groups of patients with identified risks,
or'employ someéne else to do the job, if he hopes to
- change the health habits of considerable numbers of
. his patients. Education of inappropriate utilizers of

, medical care”has ‘important implications for practice

manage’ment Education of the whole practice may

. influence important health decisions fof .the com-*
munlty——for example, fluoridation of water; identifi-
cation of unmet health.needs, etc.

* .Community Medicine - .

One af the primary physician's tasks is to be able
to mobiljze and orchestraic the health resources in
his patients’ community. To use a sport apalogy, the
primary physician, like a good quarterback,.does't
do everything on cvery play, but he does call the
signals More artd more agencies are being formed to

meet the health needs of certain types of patients. Tt

is important for the physician to become famliar
N
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" with the kinds of assistance his patients car expecf -

from the health resources in his community so that he
.can make appropriaté referrals. This,competency can
bestaught in graduate training programs WhICh inter-

* face ‘with the community at large as well as other

medical disciplines. He must be equipped through
training and experience- to gunde patients -with multi-
faceted problems which often involve whole families,
cross cultural and professional lines; and to help_the
patient surmount numerous obstacles to obtain the
assistance novded. . )
Besides mobilizing health resources, many primary
care physicians, by the very mature of .their work,
will participate in conceiving, organizing and operat-
ing coinmunity based health agencies Self-help or-
ganizations, service clubs and similar health groups
often need the expertise of physicians. The area and
degree to which the primary care physician-becomes
involved in community health problems will be dc-
- termined by personal interest as well as expertise.

\Some will concentrate their energies in the area of
“direct care, and merely use well the resources aval-

able. More plan to help~their-communities 1deatify
their health ‘problems and plan for rational’ ckange.
-For this latér group, traimng programs should be
flexible enodgh to allow paralle} development of skill
in both clinital and commumity’ medicine "

In summary. the preventive medicine competep-
cres should tnablc the primary physician to identify
high risk pamnts mdmduall) and by groups. to de-
liver c.ompreh;nsnc primary prgventive care thtough

. immumzation, developmental gwdance and availubil-
ity as a kno%ludgeabl; source gf health informatior,
to limit the impact of disease through use of sclected
screeming pfocedures, carly “didgnoses, prompy care
and early tehabilitation, and to utihze avallable com-
munity resofirces ' '

Having iIiatnd the preventive medicine objectives
for primaryl physicians, 1t remains for us to examine
the rcsourc s aceded to attain the wbjectives bind 10
describe how those resources ¢an be combined and

" integrated, jnto an cffective teaching/learning expe-

rience.

-
-

¢

! TEACHING RESOU R(l‘ S w ,

[N

It wilj bt convenicnt to divide 1nto two pagts our
constderation of the resougees necded for the teaching
of preventive medicine competencies o physicians
_planming to detver primary care ‘The fist part will

"be devoted to a dcs‘.npubn of the structure or framee
-
Y

Aruitoxt provided by Eic:
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work for .a teaching program; the sccond,

procuess or .teaching method.

~ .
The Structure

The structure of any teaching program provides
the essential framework of boundarjes and support
for the teaching process. The strut/t'ure“ran be de-
scribed under the headings of setting, record system,
consumer group, and faculty, including relationships
with other departments {n the following discussion,
I will use a Famuly Medicine Program as a proto-
type because I am more familiar with programs in
that ficld than other primary care disciplines.

Setting  Consideration of the environment in
which primary care is to be taught is of fundamental
importance, for it cstablishes the proximity of teach-
ing resources. the general direction and emphdsis
within the program. and 1t5” attractiveness to resi-
dents. What are the necessary efements which will

Eaélhtalc the learning of preventive medicine in a-

family medicine residency? Perfaps the most essen-

lgdl element 15 association of the residency with a i

supportive group ‘of individuals 3nd institutions
whi®® have goals comparable {o those of the resi-
dency program. The environmént shod® be one in
which teaching is at least as ymportant as service or
rescarch. There must be a community of teachers and
students to gencrate “epthuspastic pursuit of new
knowledge and better dpphcauons of old knowledge.
Without such a commumty, d residency *will be
frmited to vocational “trainingy and although it ‘may
produce adequately trained physicians, 1t will have
drtﬁcultv attracting the most innovative and challeng-
ing tegchers and students - -

The frequently rased question 1s where should a
primary care residency be located, in a uguversity or
community hospital? Either, setting is compatible
with excellent performance providing the cssental
ambicnce and” resources are -present  Ideally, the
setting-should combine both the rcahstnc.'prugmutlc
teaching ground found-n goodscommunity hospitals,
with ghe community of learners and cducational re-
sources associated wnh university scttings

For purposcs of llustration. a-description of the
setting for the Universty ‘of Rochester Family Medi-
cine Program may be usefub The program s a joint
ceffort by the Umversity’s School of Medycine: and
Dentwiry and Highland Hospital, a major teaching
dfliliate A deersion to locate the program at High-

!
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* _ volving medicine, preventive medi
and family medicine have dllowed students to cx-

A .

land, a community-basg&'hospital abdut two miles
from the University Medieal Center, was based on
the university’s recognition that the family physician
would be caring for patients in the community and
using community, rather than university-type, medi-
cal caapefacilities. upon graduation. Thére were also
practical considerations of space and financial under-
writing, which Highland Hospital was able to pro-
vide. This important dggision was made in 1966 by
an Advisory Cqmmittee comnposed of- chairmen of
selected major c?&‘isal departments at the University
and their counterparts at Highland Hospital, together
with administrative representatives. From the begin~
ning, the University recognized its fundamental re-
spbnsivbility to make its analytical, planning, and,edu-
cational skills available to the new program. At the
same time, the committee did' not dictate either the
form or the content of the ngw program. It tried to
avoid the hazard of putting mew- wine in old wine
skins.

Rather than dévelop a néw, free-standing and
separate départment of family medicine, the Univer-
sity decided to create a division of family medicine
which would be the joint responsibility of four uni-
versity  departments—medicine, pediatrics,
ventive medicine, and $wchiatry. By  this
arrangement, tha, disadvantages of slightly dimnished
autonomy and prestige of division status was offset
by direct commitment of cach of the parent depari-
mgnts to the success of the program. It was under-
stood from the beginning that many of the reffdénts’
clinical skills would be acquired through inpatient
rotations and, therefore, the jtraditional clinical de-

~ partments would have major teaching responsib

ili-

ties. Family medicine was alkd viewed by the fp\r
-departments as a_field which, contained many areas
of mutual interest and the possibility of new ferms
of interdepartmental cooperation. At the undergrad-
uate lével, for example, joint teachi exercises in-
c*c, psychiatry,

amine the impact of chronic disease upon the patient,
his family, and the community. Although the Roches-
ter program is primarily designed as a residency
training program, undergraduate ' students  from
Rochester and elsewhere have successfully partici-
pated in research and patient care aspecis of the
program. . ‘ d
One of the unique featureés of residency training
in family medicine is the model practice unit. The

Accreditation Commission Guidelines for Fanuly
Yo { . ’

.
| O e

. bowels of a hospital? And; finally, has space heen

pre- ”middie-ypd

. , . B
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Practice Residencies specifically states that the
model practice unit should simulate, as closely as
possible, the conditioleol‘privW‘pfactice. The clear
intenit is to avoid the. crisis-centered operations ‘of
the hospital emergency room, or the disease-griented
approach to the patient so common in hospital based
specialty clinics.$ghe selection “of a suitable site, for
the model practice unit is of crucial importance. Does
.the site permit the unit to be part of ‘the essential
“environment of learning” described earlier? Is the
site easily accessible to patients, studeats, and fac-
ulty? If the program depends heavily on inpatient
services for teaching, is the site convenient for the
residents? Is the site of the unit- one which is ac-
ceptable to the patients it- hopes to serve, or is it
burdened with old baggage—bus ’station waiting
areas or long subterranean passages through the

provided for teaching and research as well as patient
care? Several of these questions will be considered
in some detail because. of their obvious implications
for community and preventive medicine departments.

. Careful consideratiop and selection of the patient |
population is_crucial. If one intends to attract some
upper class patients, the mddel practice
unit should be located with their expegtations and
concerns in mind. By i,he same token, it one recog-
nizes the importance of including--lower socio-
economic groups in the training progra
tion should be necar public trans
carly decisipn at Rochéster wag to develop a teaching
practice population with demographic charatteristics
mirroring, as far as passible, Rochester as @' whole.
In this way, we planned to provide residents with
the experience Of caring for families from the various
cultural, ethnic, social, and economic packgxounds
represented in our city. We wished to avoid the
overwhelming experience_of assuming comprehensive
care for large numbers of multi-problem, disadvan-
taged familics. Sucotss in achieving jthis goal is
reflected in Table 1. Hammond and Kern (1959)
pointed out several years ago that it # difficult to
maintain enthusiasm for preventive medicine among
students who are cafirig only for patients whose needs
and demands are -sharply focused on the presént.
While our location, adjacerit to a commiugity hospital
in a multi-class neighborhood, did nog provide casy -
hccess to the inner city population, many taghe any-,
wiy, therchy demonstrating strong motivation to
obtain “middle class” medical care. Had access to
the mner ¢ity been easy, we could have been over-
9 . .
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TABLE 1. Sotio-Ecomomic Class Distributions of Mom-oe
County and Family Prictice Populations

Monroe County Fanmuly Medicine

Population® Practice POpuIaﬂon
i by Sgcto-Economu by Socio-Econdmic
Class Class (8/73) '

SES. Population = % Populatwn %
1 . 104,492 15.1 853 ito

11 224837 - 325 . 2217 28.5
m 256;803 . - 37.1 ~ 3473 , 40.8
IV, 70,675 102 1.141 <147
y 34,905~ 5.1 v .48
691 512, 1000 7775 998

Based on 1970 Census, U S. Department of Commerces
Social *and Economic Statistics Administration. and Five-
part Composite S.E.S, Index by Wagenfeld & Willie, “Calcu-
lationn of Socio-Economic Areas of Rochester and Monroe
County,:New York™ Rochester, 1966.

(S.E.S. 1 is the highe's‘t and SES V is the lowest.)

kN ~ .
whelmed by the demands for crisis care.” Certainly
more i
diverted to out-reach, community type services.

Prev}.ntwe medicine can bring it epidemiological
and steﬁlsucal skills into the family practice unit to
demonqtrate the usefulness of its discipline for the
practicing physician. The model practice unit”is a
research model as well as an example ‘of one method
. One of the competencies ex-
'pected in the primary care physician is an ability to,
collect and analyze data aboug his practice. He must
actuaﬂf be able to use the data to answer questions
1m‘portant to him if he i is to carry research tools with
him mto practice. In the "pressWpf residency training,

with the many_demands on the resident’s time, the

acceg'gbility of data, whether in a morbidity index or
a patient’s reeord, ofteq determines its uscfulncss
And the same is true in practice. .
Many of these gonsiderations determined the lo-
cation’and form of thé; model practice unit. The
Umveésnty of Rochester“Umt occuygies-onc floor in
a professional building, adjacent to Highland Hos-
pital, a 30Q-bed community hospital. Separate park-
ing areas, entrance and clevators serve the building.
Other private physicians occupy offices on adjacent
floors.” The modgl practice unit is connected By a
corridor to the hospital. Sihce most of the residents’

less than if the model practice unit were located
elsewhere. Having one’s office within a few steps of °

. medical

e, money, and personnel would have been |,

“titioners,

. taught

)

, ‘ SN

ambulatory patients much easier. The adjacent hos-

pital also provides, convenient access to many con- -
Asultative services' and educational resources. ‘The

proximity of the hospital and the intimate relatiofi-
,shlp between program and hospltal staff provides
the restdents with opportunity to work with other
professtonals in solving problems of mutual concern.

The physical structure of the model practice amit.

should facilitate.the team, approach to paticnt care.
Some of the basic requlrements are centrallyfﬁcate
ords, easnly accessible to all teams; suf®
ficient number of conference | rooms Wthh can
double as teachmg and demons\rat-lon aseas; office
gpace foron-site associates,like physician_assistants
or sacial workers; a laboratory fof routine ‘office
tests and easn?y

ful planning.”Not only should it ¢onvey a warm, re-
laxed agd comfortable impressionybut it should also
have a gay areafor children and A educational area
for adulls. . :

So fag, we have considered- thé environment and
locatien{in which ‘primary care may be taught effec-

tively. The next part of the. structure is the group;of
peoplg assembled to carry out the tasks of the Pro-

-gram. Jgst as the tasks of education, patient care

and resegirch ‘are mterrelated and often overlap, so do
the role$ of individual staff meﬁbers particularly
faculty. {The point at which the. various members of

. the staffi have the greatest degree of interaction, and

where nost of the teaching within the m&del practice
uny ‘occlrs, i§ in meeting patieny necds. The nceds
may require only a straightforward and relatively
uncomp‘:icated response on the part of one.member
of the h¢alth team, such as would be sufficient for gn
acute, self-limited illness. Or the patient and his
family may need special assistance from several staff
member§~pat1ents with combinations of social, *psy-
chologigy and medical problems . arc obvious
cxampl% Lo .

The élﬂ includes- faculty residents, nurse prac-
nurscs, health assistants, sccrc'tdncs, ad-
mlmstra’twc assistants, and lahoratory personncl. Al-
though residents are customarily thought of as being
y the staff, it is moge rewarding to rcga.rd
them as colleagues i a joirtt.tnterprise, for” then
thcy catj function more comfortably and pr%ﬂ?cly
within & team scttung. Virtually without €xception,
the resfdcnts intend to practice théir specialty in
partncrihlps or groups rather than-as solo- practi-

hospltalxzcd paucnts makes thc care of both bed and \uoncrs ! Morcover, they. mtcnd to work with other
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accessible diagnostic radiologic fa- -
cilities. Even the patient waiting ar¢a deserves care-.




health care providers such as nurse practitioners,
physncxan assistants, public health nurses, social
worl{ers, psychologists, pharmacnsls——m "fact, every-
«..-"“oné who can contribute to improving the patient’s lot.
The congept that the patient would benefit if more

< Of his day-tg-day health care needs were provided

_ by non-M.D.s is realtlvely new (ANied Health Per-
sohnel; 1969). We now see many programs develop-

. ing-to train a varlety of non-M.D. Réalth care pro-

" viders (Smlth 1970, Bates 1972). Most of these
programs, as well as pnmary care trammg programs

for physicians, see their graduates working in a com-

"‘ plunenlary way. From & teaching point of view, it
will be lmportant and perhaps essential that each

.. discipline learn~to work closely with the othet. 10
bnng coherence to the medical care sCene. For pre-
venuve medicine, these developments present chal-
lengmg opportunities to help clarify roles by 1 measur- >

ing the impact of new health workers on tire com-

. munity, by evaluating® and comparing diffetent ap-

- proaches to primary health care delivery.

) Strange as it may sound at first, we have orga-
nized our teams around the secretary, as she repre-
“sents a rélatively fixed, accessible and familiar person
for the pAtient. The secretary schedules the appoint-
ments anid does the other customary tasks expected
of a doctor’s secretary. In the model practice unit,

e dents) and a nurse practmoner on her team in addi-
. tion to a faculty member, who functions as the team’s
. " leader: When a,patient cannot be glvcn an appro-
priate appointment with “his doctor,” the sucretaf’y
schedules & visit with another member of her team.
This process both simulates .coverage afrangements
common In priyate practice and limnts the sharing of
_care “to a small group. The team meets as a group
every week to thrash out procedural problems, plan
- conferences, and clanfy roles and responsxbllmes
Record System: 1f_one is to- compare the w%ults
of health teams, whether they are within ‘the same
unit or in different units, one must have sets of cdm-
parable data. If‘one plans to make rational choices
' involving the operation of a practice, one needs
informative data about the operation on which to
base the decisions. If a physician expects to “learn
from his pracuce,“ he must choose a method of *
recording and retrieving importan{ ddta about co-
horts of patients so that he can review his manage-
ment of groups of patients with similar problems, or
ages, or geographic locations, or socio-economic v
/ status. And he must be ablc to do these sorts of things

4
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*_however, she has several-part-time doctors (resi- =
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if he hopes to do more “ just respond to the
complaints of those who come to him.

* Registry -~ Essential for the comparisorr of popu’'a-

tions is standardization for age and sex, since the
prevalence and patterns of disease-are strongly de-
pendent upon those variables. Knowledge about the
age and scx distribution within a practice also -per-
mits certain operational decisions to be made on a
rauonal basis. For example analysis of the age/sex
data might support'an lmpressgon that someone with
appropriate skills for a specific "age group could be
adequately employed Such an impression would be
enhanced further if year-to-year comparison, dem-
onstraged consxstet(g trends within the practice.

The_ establishment of an Ag’e/Se; Registry is a
simple matter at the beginning of*practnce and its
mamtenance requires a minimum Qf time, skill and
spaee In an established practice, construction of a
rcglstry is a more formidable task.
~ 'Yhe registry can consist of plain 2% by 3% inch

cards on which the individual patient’s name, birth
" date, and census tract or
tiori is entered. Color d file_cards specially de-
signed for a-registry have been developed by The
Roﬁal Cbllege of General Practitionef§, and contain
conveniently,arranged space for recording addifional
data if- desired, and can be “notched” for needle
sorting (Elmcr% 1969).

-

and sex, Thqs. all malef (blue cards) born in 1972
will be grouped together adjacent to the group of
females (red gards) born in the same year. Within
each color grouping, the cards arc arranged alpha-
betically. Thus, at a glance, with simple countmg,
one can obtaig a profile of the practice. .
" In order to make the reglstry reflect the current
patient care; population as clearly as possib'e, peri-
odic updating of the registry is esséntial. To facilitate
removal of; patients’ cards who are probably no
tonger usmg the practice, a coloréd tab is placed on.a
conspicuous, edge ‘of the folder ﬁolding‘ the patient's
ch:cal record the first time the patient contacts the
pracucc in’the current calgndar *year. A different
‘colorcd tab)ls used for cac¢h subsequent year. If the
medical records arc filed on open shelves, it is an
easy task to identify folders of patients who have not
contacted the pracucc, ‘and, to then remove their
' gPerds from ;the registry. The uscfulness of the data
derived frdm this- method of identifying paucnts
within a pt?a_d'llcc nceds to be tested, and copsmutes

Education in Family Practice‘/49 :

her identifying informa-’

By convention, red cards’

are used for females, blue cards for males. Once en-
jries are made, ffhe carc}d:e filed by year of birth-
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one of the §e\ora}‘ -areas “Where' the cxpertlse of
epidemiologists ~ and_ biostatisticians can 5 be-
mensely helpful. -~

Another profile of a practice populauon can be

nostic index is 'a,sysvt‘é'méuic' gr'ouping‘of patignts
unger an arbitrarily limited num®er of rubrics whic
were selected to refiect typlly of discase and prob,
lems conﬁbnly encountered in primary care sctti

obtained by grouping’ fledical record folders-on open <* Because prdbl».ms symptoms, and dther ill- deﬁmd

shelves actording_to geegraphlc areas served by the -
pracuce Af the aregs can-be chdractenzed in ysodial.
economicggerms, additional profiles nray be ob-_
.-For ple certain social and ecgpomic
chqracwxﬁucs are krown gbout thie censis g;ts in

our area, and the relatwely donse populauon makes .
use of census tract filing practical..In less dense

“areas, other geographical divisians such as school

disgricts, postal zohes, or townships, gan be wused.

: The-selection of a particular method of filing shoul

depend upon what use onc intends to make of t

-filing system amd the costs involyed. The possibili- *

ties ‘for usetul epidemiological studics are numerous
One ¢ould easnly study the patterns of disease®as they-’
appear within the‘ practice, the difference in utiliza-
tion rates, between different gcographlcal arcas, the
prevalence of disegse among, various social and eco-
nomic grougg the associatign of suspcctcd environ-
mental hazgeds withe the appearance pf disBase,
The close’ corrcla of - census’ tract
divisions with the age of the housing in” our arcu,
enabled us to casily identify all households within’
our pra&lce at high risk for Icad\{ﬂ.eonmg' Once,
identificd, the pérents of childten igh risk were”
Cantacted by letter and urged to come m for testyng
Of the 75 thys identified, 40 responded to our ap-.
* peal; and thé. recards of the others were flagged.

At first thought geographic filing @ay seenT un:

duly cumbersome. It does requirg, a
flle where all patients are cross refcreMed with the
gcographlc areas. l—()wucr ou prcmnu, has
shown that reference to the md‘s‘ﬂcr le is needed only

_for those unfamiliar with tic paiient. Th ¢ 'team
¢ unityhave so

thoroughly associated lnleldU ihiggwith census|
tract numbers that théy can usually go directlyto the

mistef focator

w» appropriae - section of theilcs and rctrieve the

-

record. (Each’ team 14 respphsible, fgr about 500,
familics.) When one 1s famdar wn&‘
individhial census tracts, onc can ODRIN 4N OVEryICw
of wherg the patlcms five by viewing the open shclvcs‘
with thelr clusterd oj dlsunct‘cly colored fuldcrs

., Diagnggtic Index Another impgrtan clement in

_our dfta collection system with unpoﬁ'\nt apphgal

Q
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cinc is the dnagnosuc inde

sdentive medi-
statud thc dmg-

~tions imr the' tcachmg and pract

[

" cipe.

t location of ~

2 £1969). Ne _
distinetively colored page cohtzn}qtlg‘l lint of those ~*

‘ (ﬁt)

states are incfluded among thc rubries, the index,is,
in Jace, ® morbidity index. Readers mterested in a
. detailed description. of t
‘ Book) should consult, papers “by Eimerl 71969), |
Froom (19744, and Metqalfe (1972). 1 wish to focus
on some-of the .ways such a collection of pertinent
morbidity datd cn‘be uscd T@teach prevcnuvc medi-

Whék each resident either keeps his own |ndex or °
has a computer printout available to-hi e can
puickly review the® recognized inorbidity within his™

practice, With the minor addition of two modificgs ~—

to the three dlgn code for cach problem eatered in

thc index, he cadn dlstmgulsh incidence and previe = ’

Icncc As his practice expericnce "grows, he ean
&'uumzc cohorts of fatients with acc:dcnts ponson-
ings, acute rheumatic fever? su1c1de invasive carci- .
noma of the cervix, and 1ron dcﬁc:bncy amemia, to

» Name )ust afow. Review of his tases should stimulate »

several ‘questtons: ‘Could any of thesg prd:)luns be
prcv;ntcd“’ How docs my, practite comparc with
= thowe. Ofqnly pecrs’ Am’ Lgeverlooking important
probtems, or arc they not Peesciit in“my prau’t_itc"‘l
wonde? why | arg sceing so';nany Rz discases™ Is
it because 1 loo&or it, moge than Othcrs” Why do
mos‘l of my patients withhproblem ABC gome from
one census trfct? .
*  ProblemzOriented Medtcal Record Since the ac-

: cumgy of thc. entries in the dmgﬁlosué index is no_

better. than the dnaﬂusrlc acumen and coding, pre-

‘esion, of th physician making those entries. dn)onc‘ )

analyzing tht data wou]d -want to .Lx,gmm‘thc cvn-
dence which suppogied the ‘ng,nom Thc only detu-
ment containing su evidence 1s the pdmm/s medh-
cal record. We insist thata Ioglmﬂy constghicted and,
cardully maintaned. medicab record is ‘essential for
cfticient review  We also  believe that “the, self-
disci fequired contributes to better patient care
ducmg unnecessary tests, medication cM
Loveilooked problems. The fofmat we have ‘u;‘lptcd is
based ot Weed's Problem-ONented Medical’ Record

the front of eveky patient’s record 15 a |

health prohlems judged to be of umtmu;ng concern

by th¢ doctor Beside cdd) problgnt appears a dmg,-

nogtc code number and the date when the d"mg,nmls
¢ L

- . M .

diagnostic ingex (or *E" ~

.
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me code number appears beside a}l © -ians, injgur area joi&pd‘our data collection system.

ko _thedoctor"s progress notes relative to*that problem.
+ . The problem list serves as a master key to unlock *
- the swidence in the medical record for each problem.
on the Tlist. Moreover, if 1t’is Teviewed at each visit,
i as it should be, previously identified “high risks,”*
. which ‘are ‘considered to be prablems just'as worthy
i ‘of,_inclusfonfon the list ,as th€ presence of serious
7 disedge, are brought to his ntion. /'K -
‘QA's‘a shipplement t% master *problem list and
the titled and cod¥-nymbefed prdgress notes; we have
_fourid- flow charts. useful for .displaying data in a
compagt and fapidly reviewable form. Two examples
. are pagicularly pertinent to primary preventjiye

3/ medicifie: An immunization grid, which contains' the prombte'both compreMensive and continuing care. , b
patient’s immunization history~ current §tatus and "I our teaching, we have’ placed considerable’em- .
recommended procedure;, and a health maiﬁ,tgnancé ‘phasvls on systems and .organization because we be- .

+ grid{ suited4o the patient’s age and sex, which shows lieve modern health care demgnds it. We also believe s
the examiner when. certain scteening tests and pro-  that the thoughtful discipline required fo perfect and
cegumgyvere last done®Which member of the' health , maintain the structure enhafces the probability that., - '

*  teknd is rsgonsible for review and maintenance of - the individual patient will recei ¢ maximum benefit
.+ theke patient re areas is*a decision left to the teams.  from his. ericoupter with his health care provider.
1 addition ¥ acquising. skil's*and -knoxyledge for  The Consumer Group: With so much emphasis on
the ccurate rgbrding of deghographic and diagnostic  organization and systems, we are concerned thatthe
a [yacare physician needs a working " structure may become so rigid or complex that legiti- L ;
knowldd emeytary statistical jprinciples and . mate patiept needs frfay be lost in the "interstices.
methods 3T “to dmalyze this data and draw valid -, One major approach to monitof this potential prob-
neclusions. He should be familiar with the princ‘i— lem has been the development of*a consumes ad- R

- . plesiaf fréquency distribution, population sampling,
tests of significarice, and the eoncepts of association
and causality. For specific application, in practical
ciecimstances, he will probably need the Hssistance oft
'exp;:rt statisticians and preventivé medicise special-
" ists. The statistician ot preventive medjcine specialist
= will, in turg, find he can be more helpful if he has
an wndéfstanding pf clinical pracuce as it cxxst'sj A
prigpary care setfing. -y
- Igne major. structural aspecf’f practice with which
*™ the cpmbined cfforts of ghe prevenuve medicine and
. family medicine/primary care disciplines can gome .
fo grips is peer review. This is particularly ﬂ'uév
respect to development of a peer review process for
ambulatory care. The participaftn of family medi-

_cine resideptsﬁ the dc@opmcnt and operations of .

“such a pygeess must be'contideied a Mmajor structyfal
component of the resiglency’ }f my five years ex-
perience” of teSching Family Medicing “esidents is
any -indication, the typical resident is eager to com-
& - pare _the quality of care his patients receive with

v

predetermined norms or with other groups (Mgtcalfe -

and Mancisi, 1972). Recently, 28 practicing physi-

' - ’ 2 ) '“' »
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hould be possible to display for edch . .

AR ¢

*_economic factors within each ‘practice should permit

“ advisory group.“They in turn elected a steering com-

ith;: dents interact .with patients in a setting wher -

PWlgnd practicing physician a profile of the
oblems. he has recognized and coded. Appropriate 4
adjustments for, differing 4ge, sex, and socio-

& —
orthwhiles ggmpaﬁsoﬁs.; Such - comparisons should

1p te identify educational- iencies, problems in ,
practice m\anageme‘nt, or trends in practice. - &

. All of these glements of data collection and analy-
sis are integral and important. parts of l’d%-
fefred to earlier as the stucturé of fanﬁ*aicin'et L
With appropriate modifications, 1 believe &hey are - .
useful in any. primary care settinéwhich. intends to

visery goup. This’has been accomplished primarily
-through the offices of a secial worker on the,faculty. S
~ A leue®pe invilation was sent to the entire practice..
Sixty-cjght - patients résponded (a little less than 1
percent of }hose over age 24) to form,a consumer

mitgge for the pur*se of securing devéfopmenal

.funding. Olr.immediate objectives are to f| miliarize

} the consumers with out program'’s ebjedtives, particu- -

_larly in arcas other than direct pati;/nt care. The pyp-

' lication of a’ newslettér i< ont step in that direction.
Angther, immediate ohjective is to let” the ‘resi-

Gr N

SIr-

tionsyfrom phe patienys, arehs abprop‘rilate and

able as fr6m the .doctor. Long-range Objectives are . o
t ve contumer répresentatives in many areas of ’
policy, planning, operation, and cvaluation of- the .

y Medicine Group. Pessible projects in these

.«areas with implications for prcvcn't”in: r_chjcinc are .
sponsorship of Mealth educdtion classes, condicting

« commfunity surveys, iflentifying unmet health care
needs, It is our hgpe and expeetation that the value of ~ *
direct consumer participation can,be demonstrated to

. h

o’
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“our residents and that they will incorporate the lesson
leatned into theigown future practices. :
Faculty: “Who should “teach the primary care

d)hysman"" 1s a question that has been rais¢d 1’
many quarters. If wé grant, as | beli¢ve we must, tha

- the primary physitian must be stperbly educated if -

he is to do a first class job in a broad and demandmg
field, then the quality of This teacher should-bé at
least equal to those of any other dtscnplmcs It is

. self-evident that our medical educition system, with

its emphasis on subspecmlty training, has not pro-
duced an adequate number<eé primary care physi-
cigns with thé requisite combination. of ability and
motivation to teach what isTknown and to explore
what is unknown in primary, care.” The cause is ap-
parent: youpg physicians in university affiliated resi-
dencies seldom have significant céptact with practic-
tftg physncnans’ te say nothing of full-time teachers of

,;prfmary care: It will take time to develop a cadre of

1

.
« -
.
—
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.teachers for the primary care discipline and it 1s in-
evitable that many of the early graduates of the cur-
rent pnmary care programs will espond to that need
for career teachers and thereby temporarily reduce
thegimpact of these new programs on the supply of
primary care physicians

Since there is a gcarcity of qualified teachers, the
new programs musl.look to the well-established tra-
ditional disciplines for teaching in specific arcas.
Using the model describéd by Hulliard Jason (1970);
the tradmonal dtsc1pltncs can proudc component
knowledge ard skills which when combmcd with the
developing*knowledge and skills pcculmr to primary
care can prdducc a new composjte physiclan. With
reference to ‘preventive meditin, the ndeds are

cv
dent. The prlmary physician’s task wgll be vpreve[\
tive as ‘much as curative,

the mimmZing of 'the
impact of disease wifl not suftice. To accompltsh.fhts
task he needs to_be able. to* define realistic obtainable
in health care. to use epidemiological skills
{mine both the dmensions of the tasks before
him af® the effécts of intervention. He also needs to

be familiar with' community res&lrcee and how b::nL

to mobilize them for his patient’s benefit. These skills

can provide one cofiponeiit ‘When integrated with
components from mternal medicine, pediatrics, be-
ltavioral sécnce_, and other selected .dly:‘lpl_incq, these
-can produce an effective primary care physi-

ost approprlately and cflcctwcly takc placc 1n a
\settmg simulating’ jont line pmct.;c with ats “real
life” validity. < .

L

a.

I believe, to have appropriate role models for
resident, it is equally important for teacher and resi-
dent o understand 'that the ultimate objective of the
program is to produce physicians whe-are different
from their teachers 1n many important ways. Inthis
respect, particularly, prtmary care ghysmane should
learn in programs where the teaching emphasis is
educational, :\athcr than vecational, in nature. The
distinction i I fot just semantic, for the future primary
physician (dS definéd at the begtnt‘g of this’ paper)
will be recognizably different from most of those
providing primary type care today.
For example, the internist planning to functign as
@ primary physician will need to have some basic

nowledge and skilt in gynecology, in the tecognition-

d management of emotional i and in the
principles and techmques of rchabilisation. Since
thes€ areas afe not usually taught by internists, they
must be learned from noninternists. The same thing
can be said for primary pediatricians, and most of
all for the family phyeician, the most broadly trained
of all. Of necessity, thcrcforc, close cooperation ‘be-
twcen the severgl departments is essential. .

One mechanism for prdmoting a cooperative spirit
is the joint multiple &ppointment system.” In this
system, “cach faculty member among the . pnmary
physician group receives an appo;\tmcnt in sister
departments which have made their tcachmb rupon-

SlbllltlLS for primary phystcn.tn residency pr.Ogmme b

This admlmstratlvc step legitimizes the working re-'"

latronehlpe fosters maosual support, and facthtatcs
the exchange of ideas

* With regard o' faculty, two additional questions
must be dnswered. The first is—"What should the
resident/faculty rato b
And the second 1s—"Can the private practitioner
participate”” The answer to q .first depends upon
the extent tcachers i tradbtional disciplined are able
to help carry portiens «©f the teaching load Millis
(1971) recommends a natonal average radio of medi-
cal students te faculty of 21 1. As yet. there 1s

inSufficient experienive with graduate programs fog

primary phyeicians to ‘know what an average ratio
"might be. ‘but there 15 accumulating evidence ghat
education, in ambulatogy, settings is more costly than
, 10 an inpatient setting. The Tatio of students to faculty
m family medicine programs varies from 2 tol,
JOtol AStol ratib dppurs‘satlsfdctory provtd-

a .
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ing mpauem teachmg is shafed with other ,u‘epart-
ments. The,answer to the second quesuon s a
"qualified “yes.” The qualification has nothmg to do
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, rotations, an example of a problem-oriented medical
record, and qther information regarding the program,
Althoughgthe residént spends eleven of his first

with the practiging physician’s fund of l(nowledgc or * twelve months on such inpatient services as medicine

> motivation but rather wnntcrpretatnp%«

" teacher’s.tasks jn graduaﬂedlcal educatiod. 1{ t
practitioner can comfortably use the Socratnc'or
heuristic approach, he will b&® much more ‘effective
with the current graduate physiciangthan if ke falls’
back on many of his own role models who ended to
be authoritarian and dogmatic.

The Process

In the preccdmg sections of this papel’ we have
*considered various components of “the setting in
« Wwhich Family Medicing Residents,’as protofypes of
N pnmary care physicians, learn preventive medigine.
We have also described the competencies required in
prevéntive medicine and the structure of a training -
program. We shall now Iook at the, process by which
the resident acquires the attltudes, skylls. and knowl-

" edge needed to perform effectively. ﬁ .
Selection: The ?e‘!!‘tt\on procgss. whlch is-a joint’
. effort involving residents* and. faculty, tries to select
®  applicants whose career goals.are consonant With the
gqals of the program. Part of the process conmtg of
infervjews with three members of the Sele‘cﬁon Com-
mittee, who try to assess, among other lines, the
applicant’s attitude towara pﬁmdr) car(?n fg;neral
and fam:ly medicine in particular. We have- rehed

Y 4

v
.

: heavﬁly on the impressions gathered from the ‘nter: » tent Both-the prec

views in making our finat choies An.andicationfiieat
this selection process tends to bring’to the program
residents with the desiréd attitudes can be scen in the |
results of an attitude test gsven on the day the resi-
" dents begin training. The test instrument condpts of
questions designed to assess attitudes toward con-
cepts. positions, -and situations- commonly encoun-
, .tered in family practice. Several’ qucstmns involved
atutudes toward preventive medicine und’ rchabm-

. -—tation. There was close agrcement among. the rese
dents—closer, in- fact, than among the " faculty'
(Appcndlx I, this chapter) )

Training: The residency begins with a f()ur da)
orientation period designed to let the rsident get
acquainted with faculty and staff, to meet ; and ntcr-
act with members of his team\\and to bcgu!t fcarn
about our systems. Each res:dcr\t receives ia ups -
dated “Family Medicine’ House "Dfficers Manual”
contaiming descnptlons of his responsibihities, the
foles of all personnel, the objectives of higinpatient

i
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(4 months), pediatrics (3 ‘months), obstetncs (2
monthsf\and surgery/emergency room {2 months‘)
he returns to the godel paactice unit two half-days-
per week to care for his_ambulatory patients. The
patxcnts are assigned by families (or households) as
the‘famllles request medical carc pptil ‘each first
year resident has approkimately’ 50/ familied in his
“practice.” The, resident records each ‘contact with®
the family in that family’s medical record, d each
contact 1s reviewed by the resident]s tea Teader, a
full-time_facutty member. Comments on form, con-
tent, and patient management ar returned to the
* resident; either orally or+n writing Periodically, the
_entire record |s.aLd1,ted .¢Appendix 1, this chaptgr).
Faculty have regularly sched led times *in thc
mode! practice umt when they e to funcupn ‘8s
.preceptors of the. residents. No pal ignts are scheduled
for the faculty member during {hése hours: He is
available to all the residents for onsultatlon andre-
- view in the umt at that time. Q ¢ of the preceptor’s
objectives issto help- the resnde t view the pdtlcnts
ymmediate: problem 1n the s:omext of_ the patwnls

fs,\chologlcal. make-up, his roles in his family and

commurnuty. Often "this appr/bach uncovers ; arcas
where the resident can‘fmtlatc attion to limit “the .
impact ofthe problem on others as well as the pa-
or and the auditor can assess
how effectively thpAtsident is using his time “with the
patient for healt u«rvc:llqncE and recommend ways
to improve his pcrformdnce —-
Duninig the resident’s second and third year, he
increascs both the ime spent 1n the modcl practice
unit and his patient load -as he decreascs his' in-
paticnt rcsponsibihties. During these years, he ‘cdn
choosg clectives which expose him to health care
problcm§ within the farger community. Some clect
~*to work with school physicians and psychologists, ™~
and some clget to plan bettcr ways for'getting healt
carc to special groups of' patiens. Others. work for
short persods 1n different settings, and gtill others takg
a year's feavc of absence to obtain an advanced
dngrcc in community medigind (Appcndlx I, ihls
chaptér) The accommodation: of dlvcrsc integests in,
one program 1s-a tribute to the suppornvc clements
in the program « environferit .
During his th:rd year, the residdntreceives his first *
“intensive exposures to rchabihitatiors medicine  Each

4

4

”

v

-




" to care for

0

-~

PAruitext provided oy enic 1S

v

U ° Lo
b 54./Prevemion in Primary Care

T -

. 3 ra

./ -
x

rcsndent is requlréd to complete a two-month rota-

tion on one of the University’s teachmg rehabilitation .. - timg and sumulauon to undertake studi¢s xguch

services. Also duhng his, thigd year he acquires addi- "
tional counsefingskilg duhng a twb—mohth rqtation
chiatry.’

in mbulatory
) ﬁ must be ehphasized that the resident is released

two or three If days pér week ffom other Services
patlent's during the enfirc three
years: He thefeby has the opportunity to: observe and
care for families over & significant period of time.
“We believe /the knowledge and skill gained as he
helps fam)hés cope witlt their problems will be very
helpful i his:practice.

Conferences: Residents at aftlevels pammpa& in"'

, team conferences held weekly or biweékly. The Rur-

I,is important for the resident to hgve sulficiept
1
have “carry-over™' value in his pracucé And e
needs ready access to educational resources. )

The wealth of resources available to developing
* programs is probahly the overriding reason to pye-
fer a universily setting. Not only do universities frave
‘schools. andedepartments representing allied fields,
extensive. libraries with ready access to- instructional
materials, but #any are located in areas'with a
sufficiently dense population to support ‘a variety of
public and private health agencies. ﬁn a university

\ settmg, the problem-is not so much “where 1o ﬁnd ¢

the Tesources as it is 10 mb'blhze and coordinate them

effectively. -

" pose of ecting as g team is to allow operf discus- . What are the. educational resources needed in the
e sion amdng all members regarding roles hin the  model pracucp umt‘m the hospital, and ta’ the com-
' team, operatlonal prgblems. and gesearch pro;ects munity? -
. Each teany is in tirn respoﬁlblv for cﬁoosn& The unit should have 1ts own educational resource”
" and presentmg he results of* a study to the entire  «center consistingsof” a_library, reference files, and
program two or three times a ‘year ar a -weekly-  sélf-instructional materials. The library should con-
' Fq,rmly Medicite Conference. Mast of these stfidies  tain carefully sclcc(cd reference works, periodicals
- * require gatheting and analyzmg data*frém the prac-  pertinent to. pnmary» ¢are, .and adequatc working
. . gice. The importance of a system which permits, space so that tie Yeference ‘works remain in-the li-
éfficient” retrieval of data:is reinforced. A sample " brary In planning the. library, one must remember
"o« . sttdy dealt with the question—"Screening fo,ercm- that it is part"of a functioning model prdctice unit.
: cal Caficer—How Well Are We Doing?” The tepm @nly bogks useful to the physic1ans in training should *
‘presentnhg this - subject: ﬁm reviewed the Iuen’a re » -mbe - iiciiled, 1f -space is an 1mport‘~consukrauon
| and arbltrarlly selected an. acccp able standar (;y as it usually 1 Cataloging and- arranging the vol-
. performhnce Certain groups w ected for study, - umes according to subjegt will i imcrease ihe “library's
the *patients in sour ~practice Id(llﬁed (Apge/Sex usc{ulncss Where possible, the mtcgratmn of the
Registgy), and their records reviewed. “The percent- berary with”a targe hospltal or ungversity libriry<an
. 7% age of patignts.kfown to have received u Pap Tgst - facilitate the exchange, of educational maenals Self-
. Wwithip the* speqﬁcd fime_jnterval w detnrmmed mstruchonal materials would include auﬂuo and wis-,
. . and comparcd te the previously agreéd astan:_ A_'ual tapu, sclected programodl legroing \hts Jidgs
* dard Out ‘of this stuiy, hick shawed‘ihat‘ only 63", ! and ‘proje he reference. fi woulid contam
. pcrcent of gur 35 1040 Year old; Jfemale patients had  arsicles-f current Interature, position papers. pro-
. ¥ bden screel ing the preceding Jwo years. came tocolsyor whatever was considered tg be of immethi-,
L recommendations for a4 simple method, of reminding  afe practical value for”the "gay-to-tay use of ‘the
. pauents ‘when their next test wae.due A’ fo}Iow up  residents. We have arranged- thcg: fites according’ *
o study is planned. to The Roya) €ollege of Gymeral Practitioners Moxdi-
e - Anotier conference was devoted to consldcratﬂn ficatienof The Intcrnatlog «Classification of Dis- ~
’ » pf wha constituted gomprchcmlve prenatal case, an-  case. x_ resource  paper - ¢nfitled "‘Commun‘
.  other ¢ ically examined v.hlch screening tests Resouru:s for- Prcnatal Patients” would be Iocated
" . should be.. ,performed on _an’ aeympuomatlc male  jn Sccuon IAPregnancy, Chlldbll‘lh and Pue- *
- between 2() and 40, and "how often. Both, of these  pepium. DlVlsmfs within cach section are marhed by
. topics reqynred a Ilteraturc scarch “in addition to the, same code m{mbcrs as‘1he ‘diagaostic . index.
. - analyZing data from the pracuca And bMh’ topics ) rhus the latest reccommendations from the Arh%rkan
L] ‘raised a mynad of questions about cost/bgneflt re- | Academy of Bcdlamcs or the US. Public Health
.. lationships for the patient] many of whj could not. ‘Service on * immunizationsy woulg " be found undc‘r
- be.aqnswcred because of insuffigent data .o (()dt {\o 905, f’fuph)ldtllc Inocklation of Vac-
. ’ . E S . . . ) - i [} J‘. . l v
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cipation” in “Section XVNI—Suppleinentary-Classi-
fication.” Since our residents are familiar with the
code pecause they use.it daily to classify what they

< have seen or the reason for the patient’s visit, ‘the
" thought associattons have already been cstablished.
Within the unit, or cof®eniently adjacent should be
suitably equipped  space for conferences and small
group discussidifs. Probably some of the mostgef-
fective patitnt counseling and edu®tion takes place
-“when"patients participaje in small group werk rather
than receive a lecture, or view a video-tape. There-
foré, tonferenceé areas should be convenignt for pa-
=Zieats as well as for the staff. -
An important poténtial comimunity resource is the
neighborhiood health center with its orientation to-
ward prggiding health gare services for all persons

.

4

e. .
* € Our experience with community-based health cea-
ters has been’ increasing. In 1970, w‘ graduates’ of
the Rochester Program joined Westside ‘Health Serv-
ices, a federally funded agency which plans separate
incerporation this year. As a result of the cxperi-
-~ence with the two family physigians, the health cen-
“*ter's board acted on r‘ecommer'l ations of its medical
director to provide spacc. support, and funding for
.« 'qne firsi year resident to‘establish his base pra&ncc
at the center in 1973. This arrangement has proven

. so satisfactory that the center hasarranged for twd
“first-year, §ix' Second-ycar residents, ur]d addtional

-
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living n_a certain area. Those centers which |
operate un‘o. nSumei bodies, use the hcalth care
. team roach, »and coﬂelct data on morbjdity and

utiliza’lion,rcan-provide thé community-oriented pri-
mary care physician With valuable learning experi-

2 ¢
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Wg support for July, 1974. The health center ‘g

payg a portion of the residents’ salaries and educa-
tional costs: The ¢enter, whichi from the begimning
had” adopted the family medi¢ine. mode}, in%\uding
‘dath systems, regards the educational costs as’in-
‘vestrents to attract well trained community-oriented
physicians. For a program training primary’ care
" physiciahs, this affiliation slréngthe:ns the community -
medicine "aspect of the teaching, it broadens and
deepens our contacts with the comntunity, it allows’
close observation of gradvates ift “front line situa-
tions,” and 1t distributes’some of the costs to those
most likgly to be bengfited. » © ' ‘
i v 2

CONCLUSJON 2
4mplicit 1n this paper is'my position that preven-
tive medicine and thc primary care disciplin n
and should be closely linked Each has a‘greml‘
téeﬁcr. the other, Preventive medicine, which tends
tofconcern itself with health problems arising from
the environmaent arMd communal fiving, needs better
access to data about the ‘health, problems”,of indi-
viduals and families. Primary care physicians, 6n
the other hand, need a more comprehensive-under-
standing of the communities in which their patients
live. ¥ preventive medicine also provided the pri~-
mary care physician with” portable, usefut tools in
cpidemiology. biostatistics, @hd operations research,
cooperative and joint cfforts’in,many important areas -
of health ®are resecarch shduld be oge sigfiﬁc&b\t
result. Equally irhportant Should be the p'rofcssu’,)nal
satistactions accruing to'thespracticing physictan and
the health benefits prov1d'ed to the patient.
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= [ . \ s
- — ,',3', — — e
g . b Response of- Resndents tand Faoulty 2~ s
#‘ to Selected Q;tements in Attitudinal Survey ;

!

] o .
6. “Ir medical practice- today, there are sufﬁcnent peeialists so that a family
phystcnan nced not assume lomrg term responsibility for patients with chronic

illness.” . . - ) "8
s * Agree .
* For The Completely
Disagsee yndemded Most ?a_rt Agree
: R(}l) F(}) Re6).F(1) R F R F r
’ v M . l -
" 9.%In fam practice, most- patlents are ot wnllmg to pay for discase preven-
tion or hedi¢th mamtenance
, | Strongly, . . o ~ . " Strongly
isagree »Disagree Undecided - Agrec Agree

y i
R10) F(l) R(4)F(l) R(1) P R F

-, “s o
' 3 important do you thmk it 1s for the f doctor to be able to utilize
Pe nonthedical spec:allsts (socnal worker psytnologist) .in his community?”

¢ Pretty 2 "Pretty
. U'mmportant Unimpgrtant Undectded rmponant Important -
. T ' . T ~ .
. R "R R F: R F R(1) 5(2) R(16) F(2)
P 4 . .
27. *Health maintenance 1s nexther as mterestmg nor as p?oﬁtable as curanve
medicine for the physncnan ) L E
I3 »
Definitely - . / g Deﬁnitely
- Not No Undecided  °  Yes Vyes \
el R F R(6) F&) R F ‘ RF() . R() F

*

. - 34 “Except for ' ccrtam contagmm‘ dlsedSCS"ngCIﬁC knowledge pertaming to

disease preventbn is so fragmen;ary that a physnélan should limit his efforts

_to curatl;e medncme - P . .
. “®Strongly ' : ’ Strongly | a
Dlsagree Disa e Undecided Agree " Agree
. ' T s g¥ ) ‘ L4
» . R(4) F(1) R(13 F(z),g R* F R. F(1) R- F
. f 4 [y
g I{e;nd;‘;ld entering 'l.:amnly Medicine Progrdm.— s ’/
=~ . *Full-yme Famyly Medicine Facyty. , A TR
‘ . ' . : ya ,

".. R ‘ "-g:l ‘75 ' ) . ‘
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. v Check List for Audit of Family Medicine Records \ ’
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’Name of Patient: ___ . ot Name of Doctor: .~ . . — _ _
Ao :
E - , Name of Auditor: .~ _ _ .
V( . . .
‘}t Date:  _ % . . _ -
Y: ) ’ ) .
o . Yes No Yes No Yes No %
I3 ’ » .
‘1. 18 the demiographic data gomplete? o ] T
) 2. Is there a properly constructed “ ‘ )
. complete Problem List? | - . S S !
. ) - “ - P . ,
« 3. Isthe DataBase coniplete? — . S ‘ .
' N - K P Y. . -
4. Are'the %ndgress Notes Problem- - ‘ ] , , .
4 Oriented? o~ TSN S N
( L Tooe . - ¢
. 5. Docs the record clearly fw.eal the cause., L{ . - v
‘v, status, and future plans for each problem;’ . I -
y . ‘ .
' *'6. Was Health Maitenance reviewed and' - ’
‘ T, . s it current? o o " ' . *
-' e o ¥ - S
R *7. Were the investigations 6f problems . - .
- | logjcal and apprepriate? . , — ,
. .8, Was therapy logical andappropriate? -/ = ' 7
: ’.9. Were “No-Shows ™ followed up? . . s ‘ .
10 Was every symptom noted"y the nurse , . b N .
S , picked up by the doctor? | ’ . N
. . o - s34 ‘*‘ . .
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Timetable for Introduction of Preventive
and Conrmunity Medicine Concepts and Practices

Orientgtion Period

Block Time —
Family Practice Unit

Block Time —
In-Patiedt Services

Block Time —
Emergency Department

Block Time —
Family Prdctice Unit,

.

‘Block Time —
{ n-Patient Services

*Bldck Time — *
Rehabilitation

Hnit

» € .

FIRST YEAR

»
.

Determimng residents’ background, ‘knowledge and
attitudes -~
Outlining available commurlity resources -

. Overview of Preventlve Medicine in program

Audit of patient care records (se pend’ll) .
Thrice weekly patient oriented conferences where pri-
mary and secondary prevention can be discussed
Twice weekly topic oriented conferences wjere screen-

ing, outreach, journal reviews, etc., can be reviewed -

Rounding and bedside teaching by Family Mesicine
faculty provides opportunity to ask ~*‘Could this illness
have been prevented? What is being done to avoid
complications? Plans for rehabilitation? Idact of
illhess on famity?” etc. -

Accident and ponsqging prevention
Drug control programs
Problems with medical care delivery system

SECOND YEAR

Confegences—same format as First Year -

Peer review using patient retords in model practice
. —.

Vi"t,community agencies . ', .

Review literature pertalmqg to dlseases seen In his
paffents

Present Pseventive Medicine aspects of care at case
confen%nces »grand rounds, etc.  *

THIRD. YEAR O

Intensive exposnre to pnnc:ples and practices of re-

habilitation medicine
]
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Block Time — 1. Participate in design and impleme}\tation of studies
- Family Practice Unit on Family Practice patient population * s
- ~ 2. Prepare up-date from literature on specific Preventive
. Medicine topics . .
' - 3. Participate in seminars on health care delivery, prac-
’ .tice management, etc. t '
-—— 4. Design Ln‘d garry out selected screening programs c L
5. Participate in consumer educaiion programs
. ) 6. Participate in patient education programs and in-
- service education of staft -, ’
‘ 7. Spend time with other models of health care dglivery :
(Indian Health Service, British National Health’ Serv- -
. - ice, etc.) . . . Z \
, * 8. Study effectiveness of health care delivery to selected
- 3 . . . d . .
populations (immigrants, pPrisoners, welfare recip- -
ients, etc.)
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The preverftive medicije competencies and teach-
ing resources presented by Dr. Treat in his discus-
sion of the education of primary eare physicians
delineate the common goals and potential resources

_of educators in this field. Although diff®ent methods -

and unique settings guide jindividual trainjng pro-
grams, one can readily identify with a fellow teacher
of family and community medicine. The following
remarks will emphasize and expand on those princi-
"ples and techniques found crucial by the Department

. of Family and Community Medieine of the Penasyl-

The “introduction of Dr.

vania State University Coliege of Medicine in pro-

viding preventive medicine. input.
* 4

DETERMINANTS OF THE APPROACH

Treat’s discussion de-
scribes the impetus given to the current development

- of educational programs for the primary care physi-

~fian by vanous national study groups. The thrust

, of these reports has been to encourage training of a

! new, type of primary physician who would be re-

sponsnble for advising, coordinating, and supéyvising
pauents medical care at points of entry into the
* medical care system. Fhis person would be a-physi-
cian who functions as a provider of primary care

, and‘as ,a patient counselor and advocate. at the,

paueqt-physman herface’ Of the health care system.
* This interface develops at différent points depending
on the orientation of the patient and the physician
in dealing with the various disease processes. In-
creasing the rolg Of the. primacy care physician in

preventive activities implies in many instances shift-

m of the patient-physiciap interface to a time earlier
the natural history of the varjous disease pgocesses.
Thls of course is the area of primary prevention and
early~ secondary preveation (Leavell and Cfark
1965).
An additional point emphasnzed in the paper is
that thie primary physician is one who accepts respon-

*+ sibility for a pagient’s -total hjalth care within the

.. . ~
context of his environment including the community
and the family or comparable social unit. This im-
plies that the néw primary physncnan bears the re-

sponsibility of being the personal” “public health -

officer for each patient and family unit under his
care. It also implies 4 community responsibility of the
_primary physician heretofore delegated by default in
many cases to the public health sector. The point.is
well taken b —TJreat that the new primary physi-
cian will have to tdke .a “global view” to. provide

" such services and counsel to his patient.

vt

»

Consideration of preventive medicine competen-

cies under four categories: primary prevention;
secondary prevention,” to include early disgase de-
tection; patient education; and community medicine
provides,a useful structure for delmeatmg th re
of prevegtive medicine in the training of phmary
physncnans Care must be taken to create the attitude
that prevention, diagnosis, and treatment do not
exist as separate patient care compartments. As
wpointed out in Dr. Treat’s paper, this leads to the
tendency for check-ups to be directed towards the
detection of early disease rafMer than modification of

“risk factors to future health. Ahhd‘gh the importance -

¢

~of immunization against infectious disease cannot be.

questioned, emphasis on this important subject can
allow the peglect of ether preventive approaches by
the physician enabling him to rationalize that
he is doing first-class prévention. The primary care

physitian as stressed in the paper must bear respon- -

- sibility for the entire health situation. Each step

taken should be justified as being a loglcal rational -

approach to increase the pauent s survival as an in-
dependent , person. The analogy of the . primary
physician as a good quarterback not mdependenﬂy
performing all functions of each play, but calllng the
sighals also implies that the roles of the” }IOUS
players be understood, by

In Dr. Treat's discussion.’ of education of the pri-
mary care physiciai, thg family medicine program
is utiized as ‘a prototy nasmuch as 1 am currengly

" involved in devising a progra.m to insfill preventive

medicjne competence in. the family medicine resi-
dents in the Departmept of Family and Comrmuity .
Medicine at the Milton HersheyMedlcal Center, I
share Dr. Treat's familiarity with the Programs in
the field of family medicine. ~ -# °

‘

THE HERSHEY PROGRAM " ..

The description df the Rochester Proéran\ “pre-
\ . ) £ ‘ -
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-"sents a useful frathework for discussing the structure
°of primary- care programs Although ‘most con-

cepts mentioned hé'c-m'p central to the develop-
ment of the program withh which I am involved,
- their expression has been shaped by the Hershey’
situation and the processes employed Reviewing the
Hershey-Program in terms of environment, site, facj-
ity, data systems, patrent population, and relation-
ship with other dephrtments is a useful method.

The Setting =~ - L

“The Milton S.” Hershey" Medieal Center ‘which
includes a 350-bed hospital i is situated at-the western
edge of .Hershey, 12 miles east of Haruisburg
in South Central Pennsylvania. Thg town of Hershey
and the surfGuldipg Derry* T0wnsh1p:are < -rural
syburban settmg The, Pennsylvania State University

" * College. of "Medicine adn’utt,ed its first class in Sep- -

tember 4967. .

The Department of ley and Community Medi-
cine, orgamzed in, 1967, was the firdt clinical
department established. All departments are involved
in vigorous development at this time. The Depart-
ment. of - Family and Commumty Medicine has
worked “to create ifterrelationships “with' other |
departmenis essential for a comprehensive progran’i
There are two model family practice centers, oné
in the Medlcal {enter and gother located about -
500 yards from the Medical Center in. a. student
apartment pildifig. In the futgre thére will be a
umﬁ'ed
the, tharacteristics menfioried by Dr. Treay.

“The Department provides servige to a large pro- _

pemon of citizens of Hershey and the surrounding

efivirons. Because this is predeminantly a middle-
mcome, worklng class- -population, steps havé been”

taken to -provide a more varied paticgt and com- !
.munity exposure to_tHe residents. An affiliation has .

* been devatoped with the Hamilton Health Center,' a
. ricighboritGod ~health - center ' in  the lower-
. socroeconpmrc area of north Harrisbdrg. In addition,

the Pennsy]vama State University is in_the pl\ocess

", of developing atural community héaith car¢, delivery

program at Millersburg, about 45 miles by road
fsom the Mcdical Center. The Departmesit of Family
-.and Commumtyc Medrcine is serving as the primary
responsrble department in this effort. The teaching
pracuce sites repre?ent la,ipectrum of central Penn-
sylvania primdry care practice settings and patiemnt *
populations. Full-time faculty supgrvision and com-
,munity contact is a central theme forzeach setting.

* The i)epartment -

el family practice center possessing all
" «gability of physicians or other

, but by the nature of the §|tuat

' retted "to the proper member of the team to -maxi=

J

!

‘—
.

{

.

Tﬂe Department is actively mvolved in the trainiag
of family medicine residents, medical students, and
two types of new health professignals, “the Medex,
the physician’s assistant, and the Family Health
Specialist. The Medex Program is-similar to the pro-
gram initially developed in the State of Washmgton
(Sm|th 1972). The Family Health Specralrst Pro- |
gram is a master’s™degre? nursing program being,_
developed in coop;ratlon with the School of Nursing
of the Pennsylvania State. Univegsity. The Depart-
ment is also involved in continuing educatlon of

family physicians on a statewide basis. =~~~

\ A

" The Team R = )

-~

The model family practice centers are structured
to emphasize the team approach to patient care. The
teams'include first, secortd and third" year residents

"and’ faculty _physicians. Medex and family health

sﬂecralrstﬂfaculty and students are also assigned to
the teams. Nursing; technical and clerical personnel*
complete the teams. Residents are encouragcd to
work together with physicians’ assrstihts and other .
allied health personnel. This involves the sharing of
roles in thé care of the patiert. The health' care teams

.are; not ~ng1dly structured; indeed considerable vari-

atr,qn exists in both personnel and experience levels
represented. .

The function of the health care team should,be
such that response, is determmed not by the avanl-
ealth ecare personnel.
. In-order for the
team fo function properly, the patient must be di-

mize quality and continuity -of Pauent care and
provide satisfaction. Comprehensivc preventive med-
¥ine can.be-practiced by the'primary physician, onty.
{f a reasonae degree of stability of relationships
with patients is mgntained. The team. concept en-
ables this tdfrake piace by providing- additional .
receptor sites for the patient to interface with the
primary care delivery system. This should tend to

.
0

diminish the nonproductive tranmdfcr by the patient * -

from one soprec of csifito-another. By- means of -

weekly team meetingg the model family practice unit
tcams work towatd this*goal as an integgal part of
learning to deliver prifmary care. <7

L}

“ The Data System - ' o

. As in_the,Rochester Program a dﬁta system has
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. been ped in order to t€ach the resident the
" importafice of considering patients as groups as well

as individdals. Patients are registered in the system °

by name, address, and social security number. Also
recorded are the marital status, religion, race, work
status, sex, birth date, family sfatus, educational
lcvel and number in the family. The geographical
n of the patient is established by a reside:
i ich locates an individual by ecity, bﬂ?ough
"y or township if he resides in the practice area. Patients
are also identified by patient care team.and the
_ physician they consider responsible 'for the manage-
ment of their care. Such data makes possible the
~_grouping of patients by single or multiple i‘m -
graphic characteristjcs. A diag}los&e index de-
gnbed by Di. Treat is used at Hershey to, identify
* problems dealt with at each patlem encounter. Cod-
ing is done by a trained clerk usmg a modification *
of the Royal College of Genesal Pragtitioners Code.
The codmg is done directly from the medical record.
* The coding clerk also audits the adiference of the
record to the problem-oriented approach complcung
an important feedback loop.

-
tion with the Lancaster General Hospital Department

of Famlly and Community Medicine. Through the

. use of the same computer service and programs ’
benefits of the community hospital appeoach a

“the university approach can be compared and con-

.. trasted. The Faniily and Community Medicine Resi-

dency Program-at Hershey considers development

of further_ ties with community hpspital programs

essential to its continued growth *d the growth of

the programs in community hospitals.

A data system to .enable the physician to learn

‘frem his practice is very important (Supplcment to

+ Medical Care,-1973). The point made by Dr. Treat

that the constructign of such,a system in an estab-

lished pracuce is a Tormidable task would be strongly

supported by an indivigual who hds. been involved

\ in such an undertakifig. The prlmary physnclan in

training must learn,. that the health profile of the

total “Practice population should be: considered

" equally with the health problems of the individual. . »

Each primary physician should, have a variety of
systems _available to him during his training. The
.Hershey Program offers both the manual and com-
" puter options to. the resident physician. The avail-
ability of a computer system with a coder has
encotxraged the residents to code for themsclves.
The computer system Has sumulated their mtc_rest in

_*:  The data system has. been developed in coopera-—' . The willingness of the family medicine resndcnt

% .
- 'l : 4 o
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becommg more involved m.understandmg the prob;
lems of theylr practice populations and their effec- \
tlvbness in dealing with them.
The Preventive Environment

of patients and to compare the h;ndlmg of particu
problems among different providers in the same an
similar situations is important to the training of a .
primary physician is correct. This €nables "the pri-
mary care physician to develop a working knowledge .
of elementary statistieal principles and methods
through- experience with the patients in his practice.
The teaching of - these concepts by a preventive
medicine specialist ¢can be expedited, if he has a
first hand’ familiarity ,with the primary care setting.
"dhis is best accomplished by being an integral -part’
of the residency .training actiyities. By the same L
tol&n the pnmary care physman in training fs most’ ..
lLkely to accept the importanoe of such concepts if
he has had the opportunity to apply and test them as .
part of his primary care traiging. = . .

Fhe contention that the ability to scrutinize groupi, )

A4

and that his .colleagues has been supported by
she exper®nce of thR author and Dr. Treat. Such
involvement provndes another source of-feedback to
wimprove the quality of. the problem- -oriented ap-
.proach iv#medical care. This involves describing a
problenPat its apprbphatc level of définition at the -
particular time which is important if the rpsndent‘s -
going to learn preventive aspects of care. Too often
the recording of the patient’s problem has been an
all or none phenomena. The threshgld for physn-
%‘mns recognition has been. the ex®tence of dise
The problem- orienjgdl approach has caused
phimary end secondary portion & the preven{ ve
ctrum to appear as a more significant part of the
dical tecords. All the tools mentjoned including
*the master problem lists, titled, and code numbered
- progress notes, flow charts, immunization grids, and
health maintenance grids are important components
of the problem-oricnted record (Weed, 1969).
om—
- . 7 .
Selectiot ) . B

to becouywokved in assessing his quality of care

W,

P

Sélection of residents is a diflicult task for any
family medicine program. At Hershey. as 1n Roch-
ester this is a joint effort involving residents and
.faculty. Applicants are scen by ag Teast two faculty
members and one resident The interviews are ar-
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ranged fo° direct, candidatss, who Thave specific
. interests to faculty and residents who share these
interests. Althgugh attitudes towards primary care
in general and Tamily and, community medicine in .
‘particular age important consjderations, sogis the
basampersanality of the individual. The .candidate’s
approach to people and his interpersonal skills are
key. factors in determining his poggntial- for the

¥ program andgfamily rhedicine. Physicians: who are’
empathe’ interé¢sted in people ‘have potcntral
T ¥ for prgventi ‘medicine training. The} wish to an~
« - ticipate the problems of their patients to minimizge
~© thedmpagt them health. .-
J . A .
Toining s

r - -

The resndency program ;s desngncd to prowde
‘., corexexperiences while allowing a masffitm of in- 2,
dividual flexibility Coré rotations in the first year
- include ~ two” months eath of internal medlcme‘
.pedlatrlcs% :obstetrics and gynecology. -surgery, and
ofte month of cardiology. Responsibilities of fanﬁly
and community medicine residents ard ldcntlcal to
peer residents of- other specialtics on thz.ce rotaﬁons
In the..second "year, "Fore _rytations include * two
months of inner - city* r’:dlcmc at the Ha rlton
Hgalth Cent‘g’and two ‘mont of i atrent
" psychiatry, ¢mergency carc. diatrics
shey. The third year program _centers -around 1hv.,»
model family practice units with a potéiitigl ‘of six
. mionths available for electives .
The ﬁrst year Jesident assumes the duect carg
responsibilities for approximaiély twenty families
. within thaggontext of the, t In additien to bbmg
assngncd fa ddy per week n the famly practice
.
.+ center throughout*the year, ‘the mt year residént
spends a full month ﬁth ther team” The suond ychr
resident spends at least two half days per \wm
-ing Wwith his. &am. The third year-residen ring-
his- six months model fanyly practice umt (faining, ®.
expands.'hfs respbnorbrlrllcs,m family care as a gicm-
ber of the .teBm. Béginning with thé sccond year
level,” rcsrdcntﬂﬁc also inmolved in ‘lppdrtmcntal
teaching, ‘programy “for 'medical students, famﬂ-y

.

« % ¢ @health,.specialists, and Medex. “Resource librarict

.;)_

E

.

,and a dcpdrtmcnt document and ‘curriculum -center
provrde resources for bo(h 1}’1L pdueqt care ‘and
teathing role.
The importance of u)nchancs cannbt e undér-
stated. qThe weekly tcam, confesnce has alreddy
®een; )ﬂlthCd JIn addinon a weekly two-hour

.

v
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Her *-family ‘medicine”’ program at Rochester is amw inger-

resident conferchce is organized“ by the residents
and directed by the chief residenf. The usual format. .
is a resident- presentation with a guest consultant.-
This provide$ an excellent formdt for+the introduc-
tion of prwcntwc and commumty niedicine input
work by the faculty,wrth backgroudd in the area
and py representatives from the community. Oné
.resident conference per month is'devoted- to regident
input to the, program. This has’also served as a fac-
ulty forqm for. presentation of-pew idegs to the resi-
dent group for consideration. A wcek&y two-hour
_psychmdtry seminar is m ‘the process of - bemg‘,
Jmpicmentedq, 3

A *1
Commumt) Contmct

- FURA

4

<

- .
€ommumtv rwdlcme Qd rcscarch clectives carf_
be taken* to- pursue- preventive niedicine, con’?mumty’
edicine, and health care delivery interests stimu-
ated by myolvcmeng in the core residency pro ram. 9
Experrencés such as mdustnal \mediciné
*“mediciné, public. health agencies;
apd community” surveys are designe
wanting morg. intense expogure in ghesd areas. In
magy- cases t&. resident is also able to maintain hns
am role whilgéso engaged. ’
rThc nvolvement of a consumer group n the

.

esting and positive development. (onsumcrs must
be ¢ble, to have significant involvemerg to maintain
thclr mterest, The dcmonstrdtron of, tik value of di-

" rect consumct pntncnpatlon 18" an important fesson
for the ;ﬂlysruan being trained in pefmary care. If
hols going to be able to deal with his commumity
health care provider, he must be able to listen

v

o peoplc from diseiplines and sttuati®ng far differenit

‘than*his owr. In.the Hz.rshcy spurng consumer ih-
put 1% most cfiectively mobilized in an unstructured
fashmn by the participation of rpdtm.nts in various .
chmg acuvmu partrcularly o the medical student®
level! Since second and third year residents ¢ ac-
tively involved in these programs they must Eope
with their patients away from - the®amiliar office
-scmn@, Additionally a dfferent " consumer type
- demonstryged to the, resident durmg his rot‘mon.éi ;
the Hamilton Health Center.
‘The. pqsrhon taken by Dr. Treat that prcvumvc'
" medicine and primary cgre caq and®should be in-
_ soparably linked can ogly be ‘eniphagizéd by ex-
- panding on this premisc. The artificial dvision that
has existed but\\un_antmpaiory (preventive ) mpd—-

-),1

~




icine and reactlve (curative) medncme is no longer
- acceptable The new primary physncnan should be -
eqnally‘onemed to preyentiorf as to “dealing with
* disease. As a new health professional with roots in
Both general practice and public health, his train-
“ih@prégram must provide him with knowledge anli -
te,chmqﬁi to function in this role. He needs an un--
dé‘rstandmg of the processes by which a community -
deals_asva group with its health ‘problems. A team
- approaclwt_g carg. is required. The resuk is an in-
. crease in the ability to deliver prcven jve’caremand
an, increase . the #exibility of the: practice allow- - ¢
. the phys.ucaan mare time to becomg involved in
:g%lh nd ma@emen& of the activity. ﬁtensnon .
tice shold be possible through the phy- -
sician and through other members: of the health care
tearh into:the commumty Tge primary care physi-_
a ,‘ becomes an ?ctlve participant _in é) .
rgumty*role as a ﬁealth resource as ell
- a8 me@ical réscuirce, 1If m'iary care Yésndency
;rograuis@ achlcve {hls goal then the proposed

LX3
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modification of the health care delivery Syst‘wﬂl
be accompllshed ) R
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* well as.my
" manpower, the school is accomplishing its, objective

’ " ford. “The™ cufriculum ¢

N .

» N d N
patients’ willing_ to pré:sent‘ themselves to such an
office for mediéal care.

- What do we think we're doing? First, wg're getting
the student in contact*with the patient, ahd we think
studeats choose medicine for thls‘pu‘pose in ‘other
words, they want to take. care, of people. Secondly,
were giving the student ‘the chance to develop early
those frustrations which take those “in practice 4
or § years to Iea'rn how to handlt These include
moke lnowledge in prev.entlve medicine, the opera-
tion of a health care system, the usefulness of a

In comnf!:ntlng on Dr Treat’s paper and™he 1ssue #% public heahh nurse, th smethod of getting,a patient

of programs for primary care training, I will briefly,
relate the philoSophy and structure of ‘the prﬁr
:at the receptly founded Rockford Schdol of Medi-

cine. I shal§ be rebrcsentmg the ideas and work of -

Dirs. Dave Gaw, Rob&st Evans, and. others, as

By usmg existing heakth- facilities and

of pseparing clinical medicine practitioners. The
education of physicians should be and can"be-cost-
effective—funding ef medical care educafion
through rey'nbursement ‘received,. for . quality care.
(Interestmng, this is “b;commg political gospel!)
Bob Evans (1973) has discussed the basis of these
concepts at some- length in vwrlous docyments.
Students come to’Rockford after 1.year of basic
medical scignfes at another medical schoo! n Illé&
nois. They then spend 3 clinical years at Rock-
uring the first 7 years 15~
organized by systems taught in 4- to 8-week blocks
by Those best qualified to teach them. For instance,

* the .G.I. tract might be taken by 3 couple vf 1n-

ternists, a surgeon, a pediatrician, afd others in-
terested in that afea. All such: facully are drawn
from the ranks of private practicing physicians, The
teachmg takes place primarily dn the - piysnémns
offices. 4 . .

The last year is viewed as.a transtiion from medl-
cal school to resndcncy Dueing $hat )car and for two
half-days a weekl of the preceding 2 years, stu-
dents ‘work directly with- practicing physicians 1
_~their offices-of in one of three community hospitals
located in :the vicinity of the office practice. Practice
offices mvolvcdam the program Surround the city of
Rockford, covering the four points’ef the compass. <
Three\of four sectors of the community had go
medical car€ whatsoever when our program tartel
Now, - the school has opened- offices mkgun.ldmgs
vacated by physicians I run one of the office prac-
ticese Oyr patient panel, if you will, is that grouff*of

6

»

"medicine. A student c

- Hopefully,. they, in turn, will have "IL interest to do

to a hospital, and other frustratmg situations. By in-
troducing the physician #to the patient and keeping
him' jf contact with tha pauegt the physician de-
velopsi what he considérs important in preventive
not look at a patient with
diabetic neuropathy,- métasarsal heads sticking out |
Qf the foot, and nof""%ngler how the patient got that _
in the first place. After spendmg months ‘cur-
ing the patient, he’s ot gomg to let it happen again.
That patient and others with. similar illnesses willit
get preventive care. . d N
Finally, we want sWdents to feel at thé crunch
level a rrt pe paticnt] congern, In essence, our
consumer’ feedbacke is suhp'e——lf they don't.dike us|
they shy away, and they don't pay,us. Our feching
is that a student will ‘modify his behavior carly in
his traning 1f he gets such fecdback 1f he gets good
feelings from his patients* ifi-he’s doing something -
right; :ally tares and will continue to care. |
We are atteipting to do some of the lhmgs mnd
tioned by Dr. Treat, spécifically, in the arcas of’
diagnostic coding and pecr review experience. We

code .all encounters, using the Royal College of”

General Practice sysﬂem These data are then efw
tered Jnto a eomputer’for ready retrieval. Its rele-

vance® the avera?c family practma\er is question-,
able, however. The students are introduced to peer -

+cview through “participation in’ Saturday .morning
conferences where theif charts and those of their
ph)slcuw mentory are reviewed accprdmg m _proto-

col By the time the students graduate, ﬁley wil as- ¢

sume «that' this ;s a healthy par( of medical pr.xctlce

as Bjorn and Cross '1970), and have outside ex-

perts consult in evaluajing their practice .
Clcaﬂy, our students'do not yfﬁe breadth-of

innovative ¢xperiences degribed By Dro Trgat in the -

Rochester program—the health care team, clc. f
dont know M“ good or not. | do know
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that the small.town phygif:ian or primary care phy-

- sician generally does not enjoy. those advantages.
Our program, by its nature, questions-what mode}
should be constructed. Should. it reflect that nirvana
that we all hope for in the year 2013, 'with thq multi-
discipline health cgre team, or should it refiect that
which the stullent physician is most likely to eh-
céunter, when he returns o his hometown to put Hitog
practiceswhat he has learned® \We have chosen the

. latter, If the student’ can survive an this situation,
learning pnmanly to rely on-¥s own wits ang skiils,

Id

"

" .
he’ll be well-equxpped to survive in Molimrep Ilinojs, .
>
© or any of the other towns of a few thdus? peoples ~ Lo e
w]ncl} are crying for physrclans . .
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) .‘,\ e —"ﬁ———‘_"' * must work through: It’s not .unrealistic to ask stu- s
- M . s . e dents. resident$ to also work’ through that or-
¢ - . _ganization- to obtam certain services for théir
+ DISCUSSION L s v ./ pauents If they ﬁnd they are frystrate by Jnade-
‘. - : "1 > quacies ‘in that orgamzauon we (jink they’ll suggest
. - — + . Changtsin the future to see to it‘that the community
) . ¥ , in fact bootstraps itself. <
" e . fw - ABRMMS. .Have you considered organizing pre- P
. PAYTON The last descnpnon of the Rockford paid arrangemqms which ‘might encourgge elivéry
situation remmds mé that T wgs*going (o memion 'of prevemar servnces" ‘. |
something: about practice | management knowledge +HALL: Not at present .0 |
gollowmg Dr. Baker's prcsemauon on’ cufriculum., A ABRAMS Do you see that as somethmg “you
necessary factor, economics. of alth servike de- “need to do to help ‘,9}" the thmgs we're talking ¢
- Jivery, was omitted. i light of nomrc c ldera- about” ° | .
tio 1 ﬁd‘.ﬁae-teachmg situatiol pp- "HAEL Thatis. bemg dlSCUSSCd ﬂut gt thc mo-
llmg because of the well-kngwn difficulty in - mcm in northern llluions there is no model prepaid .
financing,- Hence d:lwcnng any,Kind of preventive plan The closest we' can come to it is a Chrysler
services. put of the fee-for-servic® base. out of. thex assemh.h .plant in which the union has arm- twrsted
« office-genera come. S ‘ € Bluc CToss 4gto- providing practically all aspccts‘of
Rcmrmng 1o the t rcwmlvc medlcmc and " in- "and out&tient carc And pyfliériptions.
Dr& Hall s comments about no 1 sroach 1o the STOKES The irany of the sfuation 15 that going
¢ " training situation, I'would say tRat unles3>we can 4o HMO prepayment may notrnccéssanly do what
"demonstrate to students that there“is a p@nbl) new ‘. you woulfl like One'of the first thmgs ‘that has beent
[ and better way of doing thmgs they won't go into.  happening in Califorma-in HMO's in their attesnpts
pracnce knomnﬂ bpn to lmpm)«c upon thé old  to operate at rrasondblu costs is they are negotmu £ -
- . model. ' away Certain servicés. Preventive scrvicgs:are usuy”
I'd like to have @ psychologrsgﬁavm\ablc to‘do a  allythe ‘first thing to go. So just smtchmg dehve.ry .
- jq&of thmgs mth my patients to preparc parents Jndfﬁnancmg mechanisms doesp’t heces nsure
s for child rearing, for example; to assist n¥e in the that you arc going to have preventive services
Yo evaluatjon of emotional problems. ct cetera Y. «automatically builT ‘into your practice It has to be -
« how am I gomg to pay the ofide expensc’of that  something. thaf is- institutionally supportcd thore
' psychologist when hels not’ r;,.rmbursablu under v than just ¢hrough financing.
Blue Cross-Blue Shield” = t . KISSIC WO commcents on ﬁndnung: hrst
- & FARLEY For clanification. I)muld hke bncﬂ) 10 't‘he Presi 1xon) sent *his health message to
outline the ﬁnancui‘g of the Rochester family medi-, “the' Congrgyy festerday (February 20, 1974). 1
* cine program. since sused to be a doctorand now I fourld inating that the New York Times,
hunt for moncey to heep us ghing' F or d yearly budget’ ad that the President speaksiout on”
of roughly 5800 000. 1 have to find* about \33()() 000 . health ¢ ts. and the Wavlgnemn Postan its fead -,
o . a year ahove' and btyond -what we genérate from  identified the Preudent’s determination to redis-
) ¢ fge-for-service practice ($200.000) und third party”  tribute physicians geographi€ally. by specisdty, and *
~ ‘p ments ($300.000y for -the W pamnt ture _that specifically " to bniag about more famly phwuhns
T the residents proudu ‘ - He's to puruc  the latter bv restructurings the

. -, ABRAMS»Dr Hall,do.yoy havc i response 10

.. Dr. Payfon’s comments”

oo - HABE: As pointed out. we
', ) phvcnuve meditine ought' to #d

+ ig the climical seting as part 0 good médical care

: ', within the existing ‘héalth, system  For certan pre-

i ventwc seevices, we have avatlable a local. public

Lh dcpartmunt This 1s -the sdfm health depart-

have' fye feeting thht

E

. financing of medical education. *

Man 1s-a rational anifhal, a&pcmouunal amm:ﬂ
and ‘many other things. but hes also an cmnomu~ i

can be pervasine « angmal. My guess s thata sevege rcslrucflunng of

the fingnding of ‘?nedxml cducation by the Congress
of the United “States would bring , about rather
dramatic changu N

In medicine we look dround to find* how things

t that the other ph)sncmns in thg. mmmumty a3y done The whnle Frxnerian phcnomcnorus 0.

. s .




extrgordinary because one man examined all ihe

medical &hools in the United State\and Cdnada
and* concluded tﬁal one, was"’d’é‘cfuatw1
‘for medical educatioh was for everybody 1o rephca}c
that one. Whep ¢he report was finally fuﬂy imple-
mented by about
like Johns H’!kams did in 1910. We may soon have
an analagous experience with grimary <care if the
society really puts the lever on us. o

ily me'dicin}: and
éred.”If Congress

eventive medicine are here gath<
moves forcefully in this ditection,

. .people are going to be looking to us and paying us

fof gnswers that go beyond where C)epenmcms have
[ at ied=us</ * ’ P , . .

Ha said this; I'd like to try to offset my eaﬁr
longrange pessxmnsm “with some short- range Opli-

mism regarding financing and the delivery of Q;re-

. ventive semces

Many of the problems which have becr) raised

solved if we move beyond the scriptures and thg
gospels. I have been as guilty as the rest of you
around the table in writing these. Thkc to think I'm
the St. Paul of the moverient. In these.
fall back on Ouf drghers rather than asking some
rather bold and embarrassmg guestions of ourschxs

d the path

M960, almost all schools lookey-

.} say this because I sense that the leaders in fam~

about financing,” prevention and so forth.-cgn be .

\.g/;cqll\ .
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~that won't sell in tradmonal ways S;al belts never, -

sold through- the. powcr of persona! persuasibn
Confress passed a law a2nd how ,&verybody” that
buys a .car buys a seaf belt: hs a preventive
mgasure_.‘ R £

as physncuns T%rgslgd in prev;nuve medi-.

W
unejgdmzc QVCr the fact;you ca 't make any hcad-

way _with smokmg, with, diabetas, or obcsny or hy-

_ pertension! One of .the drug' firms has developed

what they. call Project Health, a program aimed at

modifying hfcslyk,

changi

_$moking and se forth. Cor

" $175.000 to replace hi

«

,encoumgmg their execy
cause the corporation r
.vice-president drops de

Iv's fascindting ‘to sce
mersuw of . Pennsyl
smokms clmic The fees3
6-wgek followup and

pasy the test, you cap get' fifty
bugks back Rumburse',’% mechanism.’

rc are % lot of directibns

I'm guggesting thatt

dlelag habits, stopping
s arg buying it-and

és g enroll. ‘Why” Be-
zes that ¥, an cxecutive

ovcr the bampus at t‘
nia ‘placards for “anti~
¢$100. If you attend the

his job, it costs lb\ -

in which things, ch goil}g and there’arc, gomg to

be’ muluple option- sigafegics that we'll find “our-

scl»c’s in the midst of, we're going o 8o some

-things ‘that we may not’ {ke 1n terms of vur vatucs,

but which noncihtléss, achieve the prevenuive ends

and ﬂ\g system. ' .
here's.been a very refreshing 1#lux of econo-
. mists in, the Igst few®ycars who are begmning to “ask
. some of .these questions and are beginming to point

which we ‘espoute. We are a § gmatic s&gicty. We
will respond to«certain ?mccnnvcs particu-
I.,nrl\ economic., oﬂgs"anti‘dc ve not looked at that
\LI’) mmgmatwg,ly_m our - heahh care plans We've
out somg things abput distnibuyon of manpower and been {airly ,Pcdcsman sgyIn ng. “it's either fee-fbr-
+ utilization of sePvices and tradeé;offs that the con-  service of prepaid gro?p pragucu * There are lots
sumers will make and hovk Yyou deal with probl‘cms\ of ways of mlxmg n .
A . I e . 0 S . N
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This section, in th parts. focuses upon thase dlscmlmes amd areas

Y

oﬂgxpertlse in ;preventive/ community medicine Wthh are of pa%ular .

refevance to primaly’eare, practice and hence to prlmary care CHuca-
txoﬁl programs. :Th; first part deals prmcxpahy with various applica-

TP tlon:. of epldemxolczgy and quantitative skills, whlle the Second part,
emphasizes application of social 'and behavioral sCIences to a varigty

of community health problems encountered ini practice. "

_ "' Dr. Stokes first différentiates ‘between those preventive medicine
*tr'akcgles suited "to dehvery in the personal health sérvice setting and
hose not so suited.- The paper “then dlscusses the need.for and use of
various forms of clinical, evaluative, and operations research in primary
cdte. Dr. McWhinney’s' discussion emphasize§ the lmportant -contribu-
tion of epidemgjology “especially in establishing. primary care dep\t
ments on sound mtqhectual foundations. “Tac@;: and “strategic™
-apphcatlons of epidemiology to primary care, as well as epidemiolog-
“ically-based research in-the DeparfMent of Family Meticine -at “the
U'mversny of Western Ontario, are descnbed General discussion Iden-,

... -tifies. the to_develop physicians with combined expertise in bofh
the, meésur ent, scnences of preventive commumty medlcme and in

. -primary inedical care in order to provide the appropnate teachmg and
- research reso
' questlons of ﬁnancmg andtrammoof such persons . .

‘5 ’ - L ¥ [
Drs. Fdfk and, Scutchfie's ‘papér ﬁnt depicts the contemporary
' pnma " caré m‘ovemdﬁt as g social phenomenon rcsulung»from con-

cerns of SOMme- healthi professionals; other Health workers consuriiers,

»and legislators. It becomes incumbent upon the pnma[y ‘care provider -

to have’ knowledgc of and methods for working with those’ social ifsti-.
tutlons and phenomm\ relate to-health service délivaay. The cor

' ‘ dlsc1phne of commuhity health are described; nalmcl’ostatlstlée
- épldemloﬂ)gyw environmental/ occupational health, heal

- ministratioh, apd: health’educutlon Seme pertinent- aspccts of socn’él

"scwnce ecénomics .and'pohncs are discussed. . -° b v
Dr. Scutchﬁelds formal discussion complements the lcad paper by

hlgmlghtmg the special role’ for community medicine departments to
play in applymg théir spectrum‘f disciplines to assessing health prob-

es for primary ‘care programs. Auenthn i gwep tos - ' N
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; . 7 lems and health rvnce needs—"“‘community dtagnosis.” ‘Often, the N
E- " o findings of su€h assessrpents will be directly applicable i the develop-

- ment of primary calt: services and accq;dmgly she ld well undert-

' stood by primary care provnders, The géncral discussion touches on ° -

N = g
Y 4
. . several ways that commumty diagnosis and pnmary care mnght interact. . ‘
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PREVENTIVE STRATEGIES,

RESEARCH, AND EVALUATION
w PRIMARY CARE

,__ N

-

INTRODUCTION o

Although Dr McWhmney and T have been asked ~
20 focus our remarks on the subject of evaluition
and research in primary care, I am going to begin by
listing a few premises related to koth the practice o
< and téaching of preventive medicine. After statng,
these premises, I will-then review the general strat-
egy by means of which prcVentnon 1s implemented,
particularly as it relates to primary care. Finatly, 1
will return to our assigned task”by presenting’the
evaluation model and suggesting a *few problem
areas ripe for research by those concegned with im-
s wprovmg the practiee of primary care. I will also
JSusegest ‘how cpldemlologlc mcthods can. help to
solvc such problems. v .

]hmmsr:s “ o oo
. ; .

My first premise is lhdl the practice of preventive
X medicingl substantially more difficult than s ¢l
.cal medicine. The clinicran almost always deals with

. patxenls seeking help in solting” health problems,
many of whom need little more than asympathetic
“ear. The praetice of rucntw; mcdumc at lcast
within a clinical contexY, demands that both patients
and physicians to avoul anucnpated but as yet
unfelt events. atély, it.is much casier either
to deny or acce ¢ nisk of potential gatastrophes
. than it 1s te avoid them, particularly when suth
avond.mCe. depends upon change 1n entrenched pﬁt-

-

.

L 3

terns$ of behavior such_as cigarette smoking Preven-

{ive medicine is furthy complicated by the fact that’
one is almest always “faced" with difficut trade-offs
Between the risk gf developing discase and the ad-
. verse side-effects” of preventive procedures such ase

..

Aruitoxt provided by Eic:

. ' 3
¢ .

* <

vaccine-associated pohiomyelitis, allergic reactions
to prophylactic antibiotics and the tomplications -of
or.‘ contraccptives It has been wisely: written

© primum hon nocere, ands although patlcnts Msually
.accept tqu\blesom‘e side effects of therapcuuc agenss,
they are less tolerant when preventive interventio,ns
cause disability and death. It is for this reason that -
we need ‘to calculate and consnder such trade-offs-
as precnsely as-possible. .

My secong.preriise ,}‘ that the prevennve amgp,de
should pervade cvery, aspect of clinical medicine.
The objectives of both preventive and clinical me?x-
cine (and most certaunl‘y primary care) are the saime,
namcly to maintain afd restore healthe Therefore
both’ prevention and fergpeutics share a com
goal; it i only the trategies that differ. Unfo”rtu-
nately, we suffer fropr the lack of an bperational
dcﬁmtnon of heglth tp use asta guide to attain. this -
%, goal. For instance. Dr. J. W. Bush (195) has
been déyeloping a two-dimensional défimition - of
health - with functional status on the ordinate and
tnmceagthc abscissa. He defines and cvaluates a sefies

. of fupgtional stepé ranging from full physical and
-social functiont withouy symptoms.at one extreme” to.

. death at the other. He then calculates the transitional
pmbuh:htus of moving from any exlstmg level of
—funetion—at; Tu) to all ,other levely at*some future
time g‘) Thlsﬁl.mer reprcsgnts o prognostrc  di-
mensio® fand  the factors  which, Wetermine these
“transitfopal  probabilities do not neeessarily affect
functional health status at . T.. For instance,-
“hyperlipidemia. per se, does not affect function but
it does help cstumate the probability of developing
C(@nar) heart discase and other mapifestations of
\\thh will affect functon at a.later:

atheroscleros
time - : /
In*ope &ense. my third premise 15 a cnmllary of

the first: Swmce preventive mediciné 15 so diflicult y
requares generous resourg® and strong “istitutional
sypport. Physicians should not.necesszmly ‘expect
thesr patients to stop smoking even after a passionate
presentation of the compelling facts Dr John Fai-
. quar and Ms adsociates (Beyers, 1974) have shown
‘that group counscling by specially trained hehdvioral
scientists 1s the most efficient qieans of effecting such
. change thus suggesting that ‘spectulized smoking
withdrawal ‘clinics may Fepresent a new institutional
Jsequirement of the practce of prc%,ntwa ‘medicine.
Obvmu;ly sush (.hmcs will cost mu?l(.v which as yet '

'. t . - . * .13. '
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*  cannot be recovered threugh third pqnv reimburse-  ing bad\ these pages of pliblic h&lth_history Prohiz. '
ment. Although™ an.oumce of prevention may be  bution cleatly reduced thc ipadence of currhosi of
B worth far more than a pound of cure, society, still ~ the liver and undo’ubudlx had other favor®ble of- -
‘ finds it difficult to act_accorfing to this ancient  fects, nevertheless. soctety, concluded that 1ts net
adage As a result, 1t i much casier 10 muster the effect was negative and that other means should be Kt
¢ resources for-the surgicat ; managgmém of cureinoma used 10 cantrol the excessive use of ethano} - One
of the ludg than it is to prevent the diseasein the  can anticipate the hue and cry were the Upited
first place. “Firefighting has o far stronger emotional  States, to kegslate yrohlbmon of whe productidn and |
: " appeal than does fire pﬂlennon and the resources  consumption of cigareties. Nevertheless, we "have
~. ~  required by ‘the health’ system are not allocatutl by far from exhausted “the heatth benefits that can be”
:2° - primarily Tational cntena, . * gAined through ¢nvirontfemal “manipulation, ang’
P My fingl premise is that the *mdrrmgg but\\un pyblic atutudes do change For instunce. smuking, al-
- communi ntive,-and social medxcme on one coholism and other f;)rms of drug dbuse all rg_pruscm
' . hand and f ‘mddicine and primary cafe on the various forms of coprng behavior. .
“*." other 1s a very healthy-one Both disciphines have  * Cassel £1974) and othurs hav suggest¢d that so-
much to contribute to the éther 1 feel so strongl clety sRould pay more “attention to- Lrowdmg an
."- on this point that both functions are “currently Ln\ other aspeets of ‘the socigl environment. The ehmi-
compag,sed withgn a ssingle department” at «the Uni- ‘mon‘nﬁg)url\ might ‘well represend, a milestone .
.,}ersny of Califorma, San Diego. approuimatch comparable o the efeansing of central water sybp-

' one-third’ of the me@ial schools in the United  phies  However. 1t will be much more dithicult and
States which have famly’ practice programs have  require much more money te accomplish As ‘Geiger
*andlogous orzdmza(xonal arrdngumenu' (*-\TPM points out. restdents of both the wrbafi and ruralf
1974) : . ttos riced ¥breads far more than medicme, and

¢ Lo ) Medreine should *néver Coniribute to- erther the ro- -
. ”PREV.ENTIL’I: STRATEGIES ‘manticization  or . imsututionglization Cof poverty
. s Geiger Jemonstrated at the Tufts?l}cllu hedalth care
. Environment - < program_at Mould Bayow, Mississippi. how an in- ¢
. . . nodative health care systém could not only provide .
L. , The term. public health. was '{N used by Walf- health care services but L/()U]d alsg-cataly e .certafn
- . gang Raun 1764 (Rosent G, 195%) und'the 200 ymprovements 1n the soadf econonic and pohtical
. Years sinee that tim& have taught us that the most cnvironment oppressimg his patients He abo foun o
b ] fcﬁc%fé means of prucntms_ dlness 15 by altering that hiafth care has ats limits as a poweg basg fro} .,
Nhe ronment rather tharr modifying the' host By which to effect such social Lhdni.L SWheteaer ppga P
and large. such environ ental hterveptions have®  Gjble, practiang phystaans sHould -be aggnts of <o .
- been implemented by exXCraming the kegnlative and () Chapes . and the annuals of medicipe are 1ep
. regulatory pover of the ate The decions 100 wyth \uw A g coarage .uwumph‘LlLdT’\ I
chlorinaté commoh water cupplics amd to Pf“‘LU“/; Snow rémosi e hdndl,. from, the Broad Slnu
milk were ba(roally polipcal rather-than medical d*  plimp ' )
asions angd practlcmszjgfn\m’ms often did as much : ’ .
16 hamper as,to help their exceutidr Tothis day. the o . . ! o
easiest means, of~hhtdxmm raw milk in the State nf 7, - .
s New York 1s by obtaining a physician’s prescription " The other ma‘j‘nr prevenhive {x!r{ncg\ Acta 10 - '
. Regulations ‘ommllmﬁnod handhing. housing and > reethy protect the host This 1 what | mean by, the”
highway construction. md automobile design repres term, climical’ preventive: muhung and what Dry -

. - sent other ways in which we have reduced envirdn- Sehperderntan and Jd have ruunll) summarized 1n

I ~mental risks to heatth Unfortunatcly. the movt a chapter.of A 70\17»4:(,/\ ofFang)y L'ractice (Stokes ,

% “',. "ef'ﬁcxem"munipulanhn_s‘ihdu glred hun made and SChnudLrnmn 1973) h)rmnd,td\ Swome of ,
1 What's more, therg ars” linuts 10" whdt socrety will the newer modelss “of delrerifg comprehensing ‘

toleratc Some snﬂ firud thilrlndh‘d water distasteful
and others - steadfusth:—pr;fu raw  aulk,

health cire represent fredh ﬁpp(mumlws fo syathe-

e although s prtveintive and théripeatic gndxum Althbugh
' netther represent e political forge gpable of turn- *- it 1s besond the Seope of (hf\'dL\&sbl\\lnh o favgew
. e . " . 6 "
T : e v - Ce e / ’ ’
. ' ¢ o - ¢
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- ~each rpethod in_detail,’l will summarize bclow cach

LY

of the major categories. . .

Health Education: First of all. the physician
should impress upon a#t of his patients that most
adults serve as their own physician most of the tme
and that it is only under. éxceptional circumstances

that theéy ‘turn to heaish professionals for @dvice.

Therefore, it follows, that *paticnts should be in-
structed not only regarding good health hatuts for
themselves'-and their dependents but should also ¥
giverd firsgraid. instruc‘:%n and informed, of those
symptoms/ that warn of the presence of carly and
remednablg discase. Finally, they need to b taught
*pow and whens to ¢all upon the health care system
“for help whea neeged | <
More sdeome'lv certain patients with chromc
diseases s&:h as h\pcmnsmn coronary heart diseasc
and chronic, obstructive pulmonary discuse should
be instrucjed as 10 how they can help in thur own
management. For instance. more, physicians *should
.« <opy Dr. Kenneth Moscr (1973) who runs a course
dor patienty with chronig”puldgenary discase at the
Univd¥sity of California (San Drego) He has dem-
+~ onstrated that thosgzgo instrudfted ndt only function
. better but alg utilizdfewer health.care sequices-dur-
ing the  caurse of thewr illness ~"We should bt doing
. #he sarhe for those patrents swith coronary heart din-
* ease and for Tho&dwﬂenm_ fronf ogher LhrOnlL
dideases The sick patient i~ the world s bestTmoti-

vated student and*we should take fubl advantage ot

this fact R , . i

Unfortunately: e daty 1n "flldblt. as how best
to effect hulth education "It s Chear that ditferent
patients learn’ i different wavs and that our ap-
. proachcs should vary umrdmg to age and sgao-
. ecOnomlc status <Itis also cledf that Certam patients
> age bettér ‘IT]O(}\«dlCd to .bngage in such health edu-
. Calfon behavior? but-we need far better data regard-

1ng shese .points ’, )
Health Sc rwnn.zqﬁAfur an _nttial w m: “of dver-
“optimistic nthusiasm wsare gradually developing a
bct(cr balanc;d and ranondl viaw of health screep-
mg As thc réedat sertes of artiglése in Lancet
(Whnh\ l974) demonstrates tQere are patients with
unrecognized and remediable diseases and.risk fai-
tors lhd\l can be gdentihied and- lra‘n‘ﬁd more cffee-
tively during therr presymptomatic: phagse’ (v g
* carcingma of the.cervix). Such tests s 1
“smear cytolog\ have wigedy been well accepted meo
the practice.of primary cate ‘lllhuhw healthy debate
thur cffectivemess and etficighey persist (\ UlL.

Aruitoxt provided by Eic:
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1972) Mi)re‘ effedine methods of trcz/nmcn‘l have ©
also added increased importance to sgreening for
discases soch as edsegtial hypertension  However?
~we should.be rnigorous and selectivgg in deaiding
shich testSyhould be applied to which age. sex and
other \puml risk grodps. always keeping ngmind
that we see Ihc remediable. and as yet unlucob-
nized. disease and nisk fagtors.
Immunizanon Specific immunization is the cas-’
- sical method ‘of clineal preventwe medicine de-
signed to protect ' the host  against  antcipated
cxposure to infeclaous micro-organisms Daspnc'thc
routrgaand ritughstic admlmstr‘mon of these vac-,
: C‘mcs,‘ur propér ¢ requires a great deal” of
‘knbwledge regarding the agent. host.vaccine and
the natural history of the disease In every case the
+ deersion 4t to whether or not ‘to hlcun'llg: any
given patient at any given ume 1s based upon a
._batmmce of risks as I have discussed ahove,
Immuno-, (heﬂiq- antl Anuhmu( I’ru_plnlam
There 15 a growilg List of special circumstances call-
ing for administratiofof immunoglobuling, antgbi-
oties and other drugs to ¢feet both the primary and
_seggnddry prevention of a broad spectrum wf diss
cases eatending from gheumatic feser to thromboy
,embolic discase The valde of- such prophyvlays .i‘

LY

well established for <ome of these crroumstances
Unfortunately. abuse persists and #t has been demon-
strated that arch prophylibas s either of .no b;ncﬁ’r e
or :m(uall\ '

detrimental mlm\ circamstances
thrLJUS‘, e climan- «hougi mamtain an atttide
of gesponsive \kt.pllk.l.\m 10 new prorowls "as they
arc proposed . . T e . e
The I’rmut'll‘nir of l’n'enan;\ '('h/lelh/r}h antl
Conge sital Briccrs The advent of oral contr. Py
e, geneliy L(\lll)\LhHé amnideentests aad le-nL-
e, soctak dmtudu a8 rgsullgd it the very mpld
. developmgnt «'b:r facet of “climeal preventive
me@cm. of whkhn:il) primuary ‘physitians, shauid be
Nwell. aware ft ‘Hebn rLLLHlI\ Atimated that 40
Pument. sif lf\ta;‘.urd tign cald be prevented
through the app. s;ﬂmmn‘&pmpcr nmlcrmxl nutrition,
',nwdana-m"tpnu[_um srugs “and dtbrer < agents )
Tep rabpli u,r\aluma abortion b‘md upon amnio-
CEReNY fog, Dowo s syndgome). and the* early
n;m:mh(m and poper management of a few rare
“disegses such as phényviketonura and Ldlld(\\uml.l
2(Stem. 1975) Al of these pmudun.\ hotld b an
micgrdl part of prun BV Ldfey Mo should n’“lont_c
I’Lnd upon local health d;pntmanls n‘> frll llu
gap | llml sl exist W dimical’ pnunnn muhum .

t
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. that there is
Evaluation sho

%

4 < .
- Finally, I come 19 the subject originglly assigned. *

thdtsof evaluation and research in primary care. .
First, let me make ‘clear that 1 do not use the words
evaluauon and research 1merclmngeably I beheve
clegr distinction between the two.
always be applied”to any xmpor
tant task to detefmine whether or ‘not the goals and ~
objectives were ultimately achicved. The means by
whigh such cvaluation 1s to be carried out should bé
planned in advance ngponly to assyre that objective

"and pred_etermiied criteria will be’ used for evalua-

tion bit als assist the plarfning process 1n

.« .gstablishing exphcnt am; precise goals and objectives.

The eyaluation proccs? 15 to scf goals, defining them
in meas terms’
these goals® can be achieved Unfortunately, one

‘hen deteraiine how closely-

‘ ) El . .;‘
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we have about ‘the. chnical method after all lhc.se
years. The work of Elstein and _Qthers at Michigay °
State représents. an ¢xample of ‘what cin be done
¢1972y: I'th also smpressed "with what Smith_ and

McWhinney (1975) are doing jn studvmg how fam-

ily physicidns ‘make dl.)gnostlc antf therapeutic
. decisions s comparéd with internists. 7 .

The second important rescarch pridrity is the de-
velopment of better Kealth information §vstenlas We
must analyze)crmcally the information upgn which
we basc'climical decisions and learn to manage such
data more ctlicicntly. Information mast be availgble
to eff¢et decisions. If 1t's stum‘l n lhc stacks of a
“library, it will not bedr on decmons made on the
.wards. On'ly if-1t is accessible can.it"have ‘any influ-
ence on the actions that wg take. ©nthe other hand,
we have a great deal of 1
our medical records which 1s trivial and not useful

usually falls short of“ﬁ’thuv;mem thus leaving a gap . .any way (Stokes”and Hayes, #970) Here is

Some kind of actjon 19 correct these deficiencies can
then be taken. i e

-~ » Research is “different in that it poses questions. at

-

-

~

". cine research wonld try to answer” I'm gmng to *

¢ .
anti-research One of the reaso

a hlgher level of slgnyﬁcance the answers to which
have wider application. and:often represent a true
step forward At the.momcm the family medicine
- movement is being swept along by a wave of social
concern not unhke ‘the community medicing move-

ment of-the 1960% ‘A movement s not a rational®

process ‘but a gut reality, Having ridden the crest.
of* the community-ymedicine wave, 1 would caution’
‘some of vou as to the h hazards as well as the thrills
One of the things that particularly concerns me 1s
that ‘the famly me@cmc ‘movement has taken an
anti-intellectual  twist ~which s, therefore,  alse
that I am prgsug

so hard for the melding of faily and preventive
medicine 15 that classical acadeffiic preventive medi-
cine has been a lhttle joo precious. mtellectual,
icone¢lastic. conceptual and isolatéd from the real

world. On the other hand. as previously statad - the

-family medianc. movement 15 leaning - the oppo-

* site direction Mg‘ hope 4s that a close relatonship

| A
|

between the two will hrmg them hmh inte better
‘balance
What then arc the qucstl()frs‘ which fammly medi-

- present four guu.rdl examples, but l do not pretend
that my list is complete !

My first sugguuon i that famly medicne’ can
improve our undcrsmndmg «f the chmcal method
It 1s remarkable how little systematic mformatum

where the algofithmg required by computers can ‘be
h ipful. Fortunately, computers are s0 snmp]e -minded

at they need precise instructigns at every step of
thoer logie: The discaiphine required.to write such pro-

gmms should be very usﬁul to physicians Ob\musly,s,

if you feed a computér garbage, 1t will spit it right
back :u you It is not a sievg, only a speedy work- -
horse *1f \our data 1sn’t clean and cmp the com-
" puter can’t help erther clean it up qr tighten logic.
T A third research pridrity relates to the geed for
~mare 3nd better chnical tnals, including those which
compare preventsve strategies “A - dassieal chimcal
tnal sclects a cohort of pgtientgthen randonuzes its’
subjects’ ‘between an ntervention. and a coitrol
/L,mup Intervention jg then undertaken holding the
comal group as constang gs possible. Outcome and
procegs griteria are then wmp.lrcd For mstance, at
the Enm&m there 1s @ 30 milhon dollar annual in-
vestment 1n the Muluple Risk Factor Intervention
Tral and the more sclective program'ls of the TLapid
Riscarch Climies and Hypertension Detection and
Follgwup' studics of the National Heart and Lung
Institute” The general objectived of these programs
“are o identify ‘patients at high risk of developing
e um)nary heart disedse and uthcr.u)mphcauons of
atherostlerosis and then to randomly allocate such
. subjects between intervention and @ntrol grodps. The
fogic 18 slmplu but thedogistics are horrendous
. Such LXPU’II’“LJH.I] techniques also present prob-+
lems They are.clumsy in that they require so many
carefully selected and cooperative subjects Tt also
dificult o ntantain double-blind design and  the

t
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ﬁndi;xgs are often difficult to,translate back into the

real Worl " of medical practice. There are alsa
vexing ethical problems regarding nonintervention
as it Telates to the control group. Fortunately, othet

thods are now available including the continued

elopment of multivariate analysis which can be
applied tg observatiomal,. nonexperimental settings.
The advantage ‘of these techniques is that they can
be ‘much_less disruptivesFor instance, the Framing-~
ham Sglﬂy set down at the beginning approximately
25 explicit hypotheses from which it was later able
to-defin® coronary risk factors without any interven-
tion whatsoever (Dawber et al., 1964). A current
example, which is perhaps more closely related to
primary care, dqals with emergency medical serv-
ices. Here again, Dr. Bush and his “associates have
using functional health status as the de-
pendent variable on one side of the equation and a
host of independent variables on the other. For in-
stance,> one can evaluate the size of the hospital,
the amount of training of its perscnnel and many
other f}ctors in .order to determine how they relate

to health outcome. Hopefully, such analyses will al-.

low us to explain most of the variance in health
outcomes among different emergency services. Al-
though there are several assumptions in the use of
such a method, they are not as restrictive as has
been classically assumed (Bush, 1975). Such tech-
niques may have many potential applications to
health services research, particularly as it impinges
on primary care.

CONCLUSION

In conclusion, 1 would merely restate -that it is
very doubtful that clinical medicine, in general, and
_ptimary care, in particular, will ever represent the
optimum context within which to pracucc preven-
tive medicine. Neverthcless, pracucmg primary phy-
siciaris already have available to them many ways
of effectmg both primary and secondary prevennon
swhich are of proven bencfit and highly efficient when
compared with the traditional diagmostic and thera-
peutic management of symptomatic discase. Devel-
oping systems of health care represent a fresh op-
portunity for physicMns not only to incorporate ‘cs-
tablished preventive methods into primary care but
also to systematically vate their effectiveness and
efficiency (Cochrane, 1972). Primary care physi-
cians should also engage in researé4e improve
A

s

Q

a

N
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their preventive as well as dlagnosuc and thcrapeu-
tic strategles

- i [
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I should like to begin by takinmg up a point made by
Dr. Stokes: thesrisk that family medicine may become
a “gut feeling" rather than an intellectual- pursuit.
With departments and programs developing at su@h

. ‘arapid rate, I see thls as a very big risk.
We can learn a very uséful lesson from what hap-~... for hypertension. We have hardly yet begun to apply

pened in the education 'of teachers. In his book
Crisis in the Classroom, Sijberman (1971) describes
how the education of T‘eachers became separated ffom
the academic mainstream, cut-off m teachers colleges
from its academic roots in philosophy, literature and
history. As he went raund from one teachers college

« to another, Silberman found a monotonous’ pattern

of superﬁcnalnty, triviality and intellectual ossifica-
tion,

This'is a cautionary tale which we woulg/o well

" to pondet. I think it is very importans that, in this

period Qj rapid growth, we ensure fhat the mtellectualr
foundations of primary care are welt laid. This

as the greatest benefit from the marriage between
prevehﬁve medicine and family medicine. Epidemi-
ology is the, basic science of preventive medicine I
think we can- identify epidemiology as oge of the
basic sciences of family medicine as well.

Of course, we 1n family medicine haye other aca-
demic roots: in the behavioral sciénces, in the
humanities, and—like other cllmcal disciplines—in
ttp biological sciences.

Our knowledge is applied—as Dr. Stokes has told

s—-—through the two major strategies of ¥nvironmen-
tal engingering and host intervention# Environimental
engineering 1s .the province of the public health
worker: the doctor who deals with populations rather
than with individuals, The primary phys:c:an prac-
tices preventive medicine main] through the, indi-
vidual. The distinctidn is useful, but should not be

' considered absolute. The primary physician is also

concerned\with the health of populations, but his
focus is morexon small populatnon groups such 4 the

* family or work‘group, or the populauoﬁ of his prac-.

tice.

] \ .

Aruitoxt provided by Eic .

“tice should be regarded as a populati

The grimgry physician uses two prevengive
methods: the tactical and the strategic. In the tactical

' method, he applies his knowledge of health risks to

the patients who are cansultin} him for all kinds of
problems. Since; in the coursepof ohe. year, most of
his pauents will cod®ilf him for one reason of an-'-
other, he has a superb opportunity for 1deﬁt1fymg
patients who are at special «isk and for pnckmg up
asymptomatic disease. In order to apply this, metirod
with the greatest economy, 1€ needs the knowledge of
risk and _of the matural history of ‘dis¢ase which
clinical epidemiology can give him.

In the strategic method, he applies this knowlgdge *

to the whole population of his practice. For example,
y decide to screen all adults between 25 and 65

this method in North America, although it has been
used for some years“in the United Kingdom, where
the National Health Service provided general practi-
tioners with a !eady system for deﬁmng their prac-
tice populations. There is, however, no.reason at all
-why we should not apply the method here. The main
obstacle lsyt one of drganization, but one of atti-
tude. Primary physncnans have not until recently

" thought beyond -the-individual to the population of

the practice as a whole. A primary doctor’s prac-
at risk, with
“subgroups who are At special risk and require atten-
tion even if they are not_at the time attending the
physncnan ' .

Now I want to describe how We have trled to apply
some of these ideas at the University of Western
Ontario. When family medicine started there 8
years ago we were one of two divisions in a depart-
ment of community medicine. The other was epide-
miology and preventive medicine. Four Yearsago we
betame, by mutyal consent, two separate depart-
ments. It was an excellent way of mtroducmg a new,
discipkne to th¢ medical school.

‘Our first tasks wWere to set up model teachmg
practices, to develop an information system, to
launch an yndergraduate teaching program, and to
develop the postgraduate prograth which had been
in existence twq years. In all these tasks, but particu-
larly in the first two, we Avere in constant communi-
cation with’our collea&i in epidemiology.

We confronted the denominator problem and de-
cided to-go for a defirted populauon for each of our
* three model. teachmg practices. We did this Py de-
signing a family, data $heet and recording demo-
graphic data about every family registering with our

‘ L4
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. practices. Huving‘ done this we set pbout designing
a systgm for collecung data on cvery patient en-
counter in the centers. We now have ovér a year's
data and have been through the laborious process of
checkihg and validatng it.! Samples of descriptive
epidemiology from this data arec shown in Appendix

\I; this chapter. 7/ & 1,

>

- will be of genkral use agd intercst, our Chief purpose

! in setting up this system’ was nbt research with a

. vide staff and residents with continuing feedback

about their performance, to give us information

abeut the contegt of family practice, and to helpus to

- evaluatel the work of the practices. It has also, of

- tourse, provided data for research, helped us with

‘\rﬁﬂ%gemem decisions and given us,a basis fpr the
-application” of strategic preventive methods.

It is important to eniphasize here a point made by

Dr. Stokes. The collection of data does not constitute

research. Rescarch begins with an idea—a question

—followed if necessary by the collecion of informa-

tion. We should pot collect large masses of informa-

. lion and expect research to grow miraculously from

it. Of course, we must collect data for other reasons

. ——educatiop, audis;, management—but we-must al-

. ways be clear,about.our'objcctlves for doihg SO

Every new discipline bégins with™a phase of data

. collecting. In due course? however, this must be fal-

lowed by the generating of idcas and hypotheses

s about the data. In primary carc we are almost at the

4

4

o

formation but new thinking” #bout the information
which is already available. .

Research’ in our depariment has arisen from ques-
tiong which we wamted to answer. about the
{ncidence and preyalence of disease i gencral prac-
¢ health care system, about the natural hestory of
presenting complaints, about the problem-solving
strategies used by family physicas, about the ef-
- ficagy of our practices and our educational programs,
< A resumé of work 1n progress 15 given in Appendix
I, this chapter. There-are many problems awaiting
study by primary physicians, especially in the natural

history of disca3® and the evaluation of'tﬁerapy.

' The development of the information system was financed,
by a grant from the Ontario Ministry of Health |

‘ .

. .- .

- Although the methods uscd, and the data obtained,.

tiee; About the structure and function of the primary.

I3

_ big *R¥" Its chief purpose was educational: to pro- _

L4
end of phase one our greatest neced 1s not more 1n- -
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How can we ¢ncourage research in departments of
family medicine” I think 1t ss essential that we don't
rely entirely .on epidemiologists to do the research.

. It is cqually important that research is not seen as’

something which 1s carried out by specialized per-
sonnel in one corner of the Department. The spirit
of inquiry should be spmething that pervades the
wholé Dpartment and affects. all members of it in
some way or another.

In our Department we have onc family physician
working virtually full time on research on a grant
from the Federal Government. We have had two
yisiting professors—each ‘for 12 months—under the
Federal Government visiting scientist program: Dr.
D. L Crombic from Britamn and Dr. B. . Bentsen
from Norway, All of theseshave contributed greatly
to the development of our research activities. I be-

‘evc that our most important achievement, however,

)

to have so many members of the Department ac-
tively engaged, in tesearch under the aegis of our
researeh commuittee. . -

- It is important that funding agencies recognize the -

nced to support people like this in departments of
family medicine. The most important thing, however,
is not material resources but the intel'ectual climate.
Lot us not forget, that most of the original work in
general practice has been done in Great Briain by
working genéral practitioners with migimal resdurces
(ReSearch Projects by General Practitioners, 1974)
Having cstablished a climate favorable to the devel-" -
opment of ideas, all a department needs to do is to
establish a system by which a creative individual can
receive the maximum of support, encouragement and
constructive criucism.'Thls 1s what the marriaga ');f
faculucs of preveative jand family medicine is all
about / '

e . - .
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_.TﬂBLE 2 Average Number of Visits For Each, Ne’qr Recurrent Attack of Outis Media e

; " ~' by Age Grouy am{i Sex .
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\ Department of Fd'r'nlly Medic;ne‘
University of Western Ontario

Publications ’aﬁd Work‘ in Progress
- (completion date in brackets) ,’

/ .
1. Research in-Progress

v

Bass, M.J., Newell, J.P., Wilhams, ],

Health Centre, (1

s e

~

"Warren, S. !valuation of a Rural

77). . .
Bass, M J* An Analysx& Patients’ Sym_wrm over Ten Years, (1976).

: Bass, M.J. Thg‘DlVISIO

Care, (1978).

n of Primary Care in*an
Bainbridge, J., Brenrran, M., et al. Early Post-Partum Discharge Using

.

Urban Centre,(1977).

+

1
Héne

red

Brennan, M., Pungal; L, Stewart, M Eva]uation:of Family Medicine Graduates,,

(1977) N

.

Dickie G.L., BaSs, MJ _
(1976).

. Hartwick, K. A Technique for Ingreasing Follow-Up in Otitis Media, (1976).
Mansworth, C. Medical Audit of Newly Diagnosed Hypertensives, (1976)
Newelh J.P, Brayford, B Tée Independence of The F@Ti/ly Practice Nurse,

(1977y. . ' N
Sherin, J.. Bass, M J. Evaluation
Stewart, M Interpersonal Aspects of Primary Care, (1977)
Suveges,. L., Newéll, J P The Effgctiveness of Phlarm,acist Comgc't,

Evaluation® of Residents in Community Practices,

.

Y

LY

of Residents in Community Practices! (1976). - ., .

(1976

. Research Completed But Not Yet Published . .

Bass, M.J. Patterns of Primary Health Care in London, {1975).

Bass, M.J., Befitsen, B\G. The -Role of Soctal Service Agencies and Nufses in
Primary Care, (1974)

Bass, M.J., Dickie, G.L. Improving Record Keeping
(1974). -t ’

Biehn, J.T. Communication in Referrals, (1976).

B]ackiock,'S. The 'Symptom of Chest Pain 1n Family Medicine, (1975).

Brennan, M., {;r;:s, R . Spano, L Patient Profile Card, (1975).

. BrockyC. Refe s in Famjly Practice—Expectations and Reasons, (1975).
Gall, J. The Symptomatology of “Colds™ in Practice, (1975).-
Hogg, Wm. Emotions Generated by Night Calls, (1975).

_Jacksonm, J. Hysterectomy—Sign or Symptom, (1975). :
McCuttough,” D", Mornssy, J Minor Tranquilbzer Use. and Preventive Care,
. (1975). ‘ '
McWhinney, I.R , Gibson, G., Mohneux, J. Evaluation of a Clinjcal Clerkship
in Family Mgdl‘cal Centres and Community Praciices, (1974).
Molineux, J., Herinen, B.K, McWhinney, I.R The Evaluation of a System for
Assessing the Performance of Physicians, (1974). .
Morrisgy,/] Hematological Values in People Over thd Age of 55, (1975).
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Stewart, M. » McWhinney, TR. The Doctor P.mgm Relatlonsdlp and Its Effect/
’ on Outcome (1975).
Wllsfn, J. Family Utilizatien of a Medical Centre, (1974),

»
3. Published Research

Bass, M,J. Physician' Listing Service' H.elps Newcomers, Ontario Medical
REVIEW, Vol. 42, No. 1, p. 13, 1975. #

Bass, MJ The Pharmactst as a Provide anary Care. Canadlan Medlcal .
AsSomatIon Journal, Vol. 112, p. €0, 1975.,

Bass, M.J. A Profile of Family Practice m London Ontario. Canadian_ Famlly
ysiciant Vol. 21, No. 9, p. 113, 1975. - «

Bass M.J. An .Ontario Solution to Medlcaliy Underserviced Areas. Canadlan'

" Medical Association Journal, Vol. 113, p. 403, 1976. - .
Bass, M.J Approaches to the Denominator Problem in Primary Care Research
Journal of Family.Practice, April, 1976, p. 193. .,

Bentsen, B G. The Accurdcy of Recordmg Patient Problems in Family Pracuce
Journal of Medrcal Education, Vol. 51, ' B 311, 1976. .

Biehn, J. “Being Taught Up&n™ The Patient’s Vlew Caradian Famdy Physician,
Margh, 1974.

Brennan, M. Information Exchange and Retrieval in Famlly Medlcane Canadian

Family Physrcnan August, 1970.
Brennap, M., Jones, R. Gonorrhea in Asymptomatic Females—Epidemic or Not?

Canadian Family Physician, Vol 22, p 251, March, 1976. .
Dickie, G.L. Symptomatology of Urmary Tract Infecuons Can, Fam. Phys’,
1975, Dec. .

Hehnen B K, Lament, CT. The Use of Simulated Patients in a Certlﬁcatlon
Examination in Family Mediciney Journal of Medical Educanon Vol. 47,
No, 10, 1972. . .

McWhmney,’lR The Family- Physncnan a¢ Research Work,er Canadian Family

Physictan. 1969.
McWhinney. IR Beyond Diagnosis: An ,Approaciy to the Integration of Be-
haviour i&g,eemn Im al Medicine. New England Journal of Medi-
. cine 387: 1972, .
McWhinney, I R,, Smith,+D Compiarison Of the Diagnostic -Methqds of Famlly
. Physicians and Intermists. Joyrnal of Medical Educatlon Vﬂ 50, No. 3,

p. 264, 1975. °
*Newell, JP., Dickie, G.L. Basy, MJ. An lnformatlon System for Famlly

* Prqctlce Journal of Family Practice, ini press.

Spitzer, W O, Harth, M., Goldsmlth CM Norman, G., Dickie, G.L.,, Bass
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FARLEY: Ot McWhinpey caumoned that we
shouldn't get inundated with data exgept as it pro-
vides for some fynctional pracuce or rescarch Pur-»
pose. 1 would like to emphasize the * potential
research usefulness of data systcma;lcally'collcgtcd
and coded in a karge number of family practices. Re-
cently, Evan Charngy. in tgc Pcdiatries Department
dt Rochester, camg to us and wanted to do a tnal

.of antibiotic prophylaxis e recurrent otitis media. .

Within several days, Jack Froom, in Family Medi-
cine. prO\;lded him. with coded records from a
gpopulation of 12:000 pediatric -patients from which
¢ 1o select cases and controls They were able to start
the study in a.week, compared to the months or years
and considerable additional funding that would have
been reguefod to start de novo - ’ '

%

"BERG: Tofextend beyond the potential for Study -

of diseasc. management and diagnosis. there’s an

gven larger potential for-research in the health servi
iees or health management aspects of primary care. .

+  FARLEY Despite these -good feelings® and a

" Mlimited amount of detponstrated usefulness of coded’
primary care data for study purpbses. our residents
have expredsed rightly, a need to get pc‘oplc helping
at a high level to use this'data. -,

STOKES «This reminds me
departinent of medicine ten years ago” Who used to
start a study and collcct ‘reams of data. and then

- walk in to some unsusPecting statistican and dump
the data’on his desk and say, ‘Analyze it “That was
bad news then and*# wifl be bad news all over if
family. medicine collects rcame of crogunter form
data and then heuls it down to preventive medicine
and puts it on the desk and sa)}s, “Analyze it.” -

This hopefully can be avoided by developing ap-
propriate study design, data management or cXxper-
tise frof® within the ranks of family medicine. 1 am
_ thinking'of a bfeed of individudls who are fully con-

- versant with family - medicine, who go tHrough a
-* family medicine residency, and then spend’ at least
a year, maybe two or three, working m a particular
disciplme such as health services rescarch, apd then

come back \as full-time academi®ans i the depart-,

4

of the gu‘y n 'thc_

'

N
103 - : ”

'/-- ‘o .
X

ments of family ‘medicmc‘go teach, to serve, and
above all, to gude research. That bretd .is sadly
needed . T

SMITH You*deseribe a person who's going to
have his foot'1n both camps as’the appropriate in-
dividual to guide us in the collection and use of data.
etc.. The question 1s where such persons might best
be"educatdd for this role, and how this edugauon
might be funded Specifically, should this occur in
private instifutions’ whose trustces might not be' parg)
ticularly forward-loaking. or ‘at pfiblicly-supported
medical centers where the State, in hssuming respon- ;
sibility_for public needs, would be supportive of such
a program. or would the educatjon be based in actual .
primary care practices in the community”’

KISSIUK: The distinction between ‘prlv}tc %4nd
Rublic institutions in higher education is evaporating
at a very rapid pace 1I'm on the faculty of a private
istitution, but we've been told that if the public ¢ork
is pulled. we go down the tube So the decision
process is going to be very similar.

I'd just liké to toss Qut what is one of the most,
fascinating things about the Briush National Health -
Scrvice. which- claims that the family physician®, j
the backbone of the service. The family physician is
de facto the backbone of the service, although the
switus and the income goes to the consultant who is’
the specialist . But when you examiné their budget,
what they have dpne and are doing is providing 80
percent of their dl&{lth care with 12 percent, of the

—~
budget - oL -

One of the things that will really seli*family medi-
cine, ig our society. including the kind of post-
graduate  education bging discussed, s cost

cffegtiveness. 1t's a more cost cffective way of pro- &
~viding primary care’ and preventive care, within

certain lmitations, than what we've got presently.

I think politicians have that message. I'm not sure_
thé rest of us do. : . ‘

. SCUTCHFIELD Tradwonally, the universiy
health science center, be it prvate or publicly sup-
ported. has the resources for research to build the
intellectual background that Drs. Stokés and Mc-
Whinney+have appropriately potnted out. I'm sure
that wog‘a&*‘d‘ the primary mechanis ",

Accordingly, 1 would hope that. if in fact there is
some strong commitment to.family medicine at the /
national and State legel, there weuld be the com-
mitment bf resources for university-based research
i just the kinds of things ‘that Are being discussed.
But 1 think there's a further point to be made, and' "

. - " . - .
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that is that some of the mostAascinating research
has*been done by a family physician mwith his record”  physician from obtamning research capability in his

. system (e.g.; the work of Fty and Pickles in En- _residency training so that he will carry it on in his -

-gland) " \ ) ) practice. . e R \ .

the university center, it doesn’t preelude the family

Lo Since the focus of research’is likely to continue at ‘ , L
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——  preventive and sqcial-mindgd ' of the tr itional *
' . specmlues, feeling Telatuqﬂomfortable with public
m ) _ health, e.g., well-baby, “school- heatth and crippled
~C MUNITY AND SOCIAL childrens’ programs. It has emphasized normal

MEDlClNE lN PR]MARY CARE " = growth and.develogment, nutrition, prlmar)i\pro-

", . : ) . " tection ‘against nfectioud disedses through immu-
) nizations, and ‘maternal child- -rearing education.
Relatlvely mod&st fees and total income levels,” plus
_ boredom in the health maintenance and co\msglmg .
. F. Douglas Scutc)tﬁeld ‘ -, role prémptéd a precipitous decline jn pediatric resi-y
e dent recruitment about a decade ago. The pediatri-
. _ cians then led the traditional spegialities in fostering .
’ . / the expanded nurse réle, the nurZe practitianer, rec-

- INTRODUCTION . ‘Z::i;hfr independent care possibilities but asking

-

\ T i —
Leslie A. Falk and Lo

. ﬁ% o that she join the pediatrician in a “team” to provide.

This paper first " identifies “ some ma]or streams patients (H. Silver et al., 1968). Lo
that are important in the c?nsnderauon of the rela- Family medicine (AAGP, 1968) has ’ recemly
tionships between commun ty/social medicine and  aaken its Place as a speciality, the speciality of the
prlmary care. These stream§ are: ongoing relaqu- genel’ﬁlst requiring the same 1eng‘th of reanency
'Shlps between Cbmmumty a d social medlcme and* tralnlng as ¢« medicine and pedla(ncs “(i.e., thrée
{raditional primary care providers, the emergence of  years). It"has acquired a high conscioushess of role

the health care team and of alfe consumer mbvement  and mission. The Society of Teachers of Family
in health care. %\ Medicine has identified specnal viewpoints and skills
. R . : con5|dered fo be urMuely feasible for this spetiality;

I .
o

" Professional Str
eams many of Yhese are at the preventive,- family, and so- -

The prifnary care-physician| represents “first con- , cial levels, ‘Both the Society of Teachers of Family -
tags” with the patient or the fgmily. The disciplines ~ Medicine and the American Academy of Family” *
“«urrently most thought of as pnovndmg primary carc g Practice demand equal status for family medicine ~
are internal medicine, pedlatrk:s and family medi- :\gh cther fecognized medical specialties, and.want
cine. dical school and hospital department status. How- —

The - traditional educational -$tream of internal  ever, they have beén tolerant of the rather large num-
medicine is based on m-hospltal carelas’its model. *ber "of~-medical schoor Departments of Family and
Although prior antipathy existed between internal Community Health, which handle both subjects, at-
medicine and compunity medicine, many internists -* tempting to integrate them, especially at the medical
pow consider that communpy medlcme is one of 1ts student level. Different tracks are necessary to
sub- (or super-) specialties. Cdmprehenswe care” ~ achieve approvil for the respective specialty boards .
(Falk, 1972) has become an |mportant viewpoint  at the residency level. \5
of many internists. These internisty adopted (in thé Many of the social and.humanitarian concerns
1950's) dimensions of comprehensive care that are (Wolfe and Badgley, 1972 whnch)rewously had
preventive and rehabilitative in nature as well as  led medical students and y6ung graduates into social, .
curafive; they discovered streams of preventive and € preventive, and comynunity medicine are now clearly

-

social medicine, and incorporated them into clinical
practice. Among these dimensions are epidemiology,
home care, medical care organiiation and health
adnfinistration. While this identifidation is occurring

in internal medicine, the words ih the~nternal Medi-

cine Speeialty Board “Essentials™ till do not reflect
this. :

evident in family medicine circles. Family medicine
approval bodics require that all persons of the family,

_of whatever age, be eligible to come to the family

doctor. They stress contindity of, care over months
and years. A “Model' Family Practice Unit—MFPU”
is requirgd as a teaching base. The family medicine
faculty emphasizes long term V’:ohtinuity of family

Pediatrics (Goldman, 1945) h \ beeh the most  care. The interdiscipligary care' family health team
. - 7 ) .
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‘

A -. usaally includes the nBirse, health WUrkcr;"and some-  Then, repeated clanﬁcauon of roles, dierences dhd '
times the social worker and dental tecm ,, though overlap, is desirable. Leadership functions may shift,
-these are usualfy at the secondary lcw..l The two  depending on the problcm and who knows most
major variants are: a private practice ‘with a small } about possible answers. 'Decistonmaking respﬂnsl-

. group of family doctors, or a comprehensive, health  *bilites and processes must be dgreed u‘poﬂ Com-
* center.with family healt? teams providing ™ensive ~ munications * must be clear, -andl a matter for
» . consultation and, referral personnel and .services  conunuous effort Evaluation of successes and fail- "
under the same roof. ures should then lead into a new cycle for changes :

The resident in family medicine beglns to acq " _to improve health care.
families and patients slowly, but by the third yea‘r’% C .
onsumer Stream ' -
» the residency must handle a heavy office load, plus < . '
: following patients in the hospnaf under decreased As community (Welfe, 1971) and a consumer

superwsnon as - preparatlon to enter independent stream have occurred simultaneously (Fa'k, 1975
pracuce . Nationally, thgre is increasing dissatisfaction w
- -
: Thus, communjfy medicjne now has known reta-  the U.S. health>care delivery and payment system

of entry into primary care ‘oasa poruon of what is called the “crisis in health
cAlacation in, the th ain specialties of pediatrigs, care.” Much of the dissatisfaction stems from the*
internal meédicine agd fanNy medicine New patterns fragmentation of health care The patient wants and
will undoubtcdly emerge, e.g, relating to obstetrics needs a pgrson to whom he can relate for the ma- |
- and gynecology. . ' . jority of hus illnesses, to help him maintain his health,
. The Health Care Team ‘ to sérve as a health advocate, to gunde‘hlmhthroughl .
) the superspecialty services, to help put the pieces to-
We should note an important trend in primary gether, and to explain his illness and what 1S bemg

tively congenial (w

carc delivery. Ingreasingly. the primary care physi- - done about 1t The patient wants someone with the

' cian assumes a pdrticipating, coordinating or manag-»  ability to couns®h, to gundJm the sredses of daily hv-

- ing role’ with nonphysician providers of hcalth care.  “1ng As practice became a scries of specialties, most

* That is, the pn z;ry care physician, in the office, physu;mns seemed unwilling to make a home call or

may t directing | the” care of patielﬁs by a nurse to be on duty nights and weeken®. Hospital emer-

‘practitioner, a physician’s assistant, a certified nurse ency rooms became the only resource for many

+ .- midwife, a family Realth worker and others Tth‘m (Weinerman, 1966). ..

i vider may also be |coordinating the cgre the gauent - At one time even group practicgs and group

receives through r ferral to other pnmdry care pro-  health, plans projected values the pduz\ts could not -

viders in the comftnunity, such as a public hgalth accept, ¢ g, "thg pcrsonal doctor-patient refation-
nurse. This trendl ward a primary health care team ship 1s a myth, a good, team of speghalists can give
seems 't nable'| @Ioved'quality and comprchen: better quahty care” (Weinerman, 1964). But/pa-
sivene! hc caréd| received by the patrent and the tients clu\g to the dwindling supply of “general «
family. r this' g owing fact, iUis necessary fqr us practmoners as “my doctor.” Fortunafély, some

. 1@ begin to think of thev’\prlmary care team or perceptive and honest thinkers identified. this flaw in

‘ “family health” team” and, their education, and to such health care delivery systems and stressed ghe

begin to examine th¢*‘core™ knowledge tht;t is nec- values of the personal physician and personal nurse,
essary to providg ph é'x'y care,.regardless of the dis- and of the importance of continuity of medical care -
ciplines of the progér. So, the.eader must realize  (Wenerman, 1968).
that while we are’

» cian, many of the pdints that are made here have  consumers, became aware of these needs, an awarcy

»

inig the primary care physi- Socially comcerned medical students, *as well as |

applicability to discipfines in addition to _medicine ss -which prompted many students .to veer fiom
and should ‘be considered in the education of tﬁboratoryw and thc ultrascientfic sophisti-
. primary care tcam, hopefully in an nterdisciphnary, catlon of the superspecnaltncs back to the primary
" “same time, same plage” manner.- Knowledge, fiti- " concern of the prototypic personal physician, the * AN
. tudes ang skills in pafjent care and in working to-  concera for the patient as a petson, family and com~ ,
gether really x’eqw’re ncurrent edacation Mutual  munity member. %
. agreement on goals of the team must come first. - The consumerism flame then blew white-hot under
. ¥
. 'x‘} ; ' - ) , ~ N
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the wind of the Black Revolution in_the Uhited
States {Madison, g()‘)). Civil disobedience ‘and so-
cial struggle swepl~away publicly. legal discrimina-
tion, as the needs of the poor and deprived foynd a
voicé. The “Right to Health and to Health Care”

erupted as a demand and a Federal legislative re- '

. sponse resulted’ The Ecpnosmic Opportunity Act, as

amended in 1968, enabled development of many!
dozens of neighbbrhood health centers. Thes¢ grew
into the hundreds as:Section 314—E of the Comrpre-,
hensivé Health Pladning Act of 1966 (PL 89-749)
*enabled demopstratfons 1n health dellvery and pay-.

- ment. Furiding qfthe OEO-sponsored centers was

then unified with thy of tﬂe 314-E developments,
and admmlstefed by the Department of Health, Edu-
catjon and Welfare: ”ﬂw—co‘”p*r'eﬁeﬁmferre‘ssrof bene-
* fits has been broad,, tending to include medical,
, dental, socml nutritional, pharmaceutical, transpor-
tation and even legal serviees. The®e neighborhood
‘health .centers, family health care plans and “‘store-
- front clinics,” involved “maximum feagible partici-
pation™ or “‘control” by organized lay representatlves

* of the commumty in their policy, bread planning, and

evalpation. ' N

.As rural arcas became increasingly deprlved of
any (5hy51cmns (Nolan and Schwartz, 19739 rural
legislators respondirig to needs of their constituents
began to demand that public funds be uscd to ¢nable

“ farm boys and girls to become family practmoners

N
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hoping to aftract them o return ta the community
from which they came These legislators began (]
provndé resourbes, and even to mandate the direc-
tion of medical education of State medieal schools
For example, some leglslatuﬂzs have remuircd de-
partments of, family medicie in their State- supp(med
medical schools. Federal appropriations for family
practice edueation increased only_a bit later.

Wlth the increasing pUbllC demand for, improved
. primary health servicessand support for educatibn of
primary care providers, it seems neccssary that"the
academic medical community besesponsive to these
developments One means of support is providmg
the field of family medicine with relevant bodics of
Knowledge. In developing warm relationships, com-

munity medlcmc should lcad the way.

COMMUNITY MEDlClNL IN PRIMARY-CARE

We will deal with only four arcas pf community/
soeial medicie; (1) ¢ pldemlology and biostatistics,
(2) cultural-behavioral scicaces, (3) environmental-
Loccupational health, and (4) health Administration

" <«delineation of the grouphqiserves From an epidemi- ,,
: ologlc point of view, this cOnstitutes a fairly accurate’

-

4
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~rd medical, care. There are other areas in com:
munity and social medlcme mth relevance tg pri-,
mary*care. ° N

. The ensuing .dls‘cusswn will center on broad goal
statements and some objectives for ?ducatlonal actlv-
ities, and evaluation methods. *

! ’ ‘
. Epidemiology and Biostatistics

Epldemlology may be defined as the study. of
distribution and determinants of Jisease within, a
?gulamgn.group. We broaden this definition to
nclude the determinants and distribution of health
within the population. Epldemlology and biostatis- «
tics form two of the basic sciences for community/”
social medicine. Their knowledge is important for
primary care practitioners.

In order to definé the role of eg;demlology in- .-

primary care we should first examine the relauvely
unique position of the primary care physician in
health care and endeavor to see how he can use this
position. '

tinuity of care, and for that reasof{he usually has a

well-defined group of patients who look .to him for’

maintenance of heﬁl’th and treatment of their ill-
nesses. If he assumes,this role, there is a clear-cut

denommator ‘Because the family and its members
reteive care or have their care dirtcted by the family
+physician, it is possible for the physician to observg

tha patient and the family over extended perlods‘-"

of time .(Group Héalth Insurance of New York,
1963). This allows him to observe the complete
Jnatural history of a discase from the exposuré df
the at- risk patierft to the resolutlori of illness. The
primarycare physncxan is unique ‘amopg health pro-
viders also, m that he has the responsi ibility for the
maintenance of health in his population as well as
the treatment of its discases. One af the keystones of
prevention is cpidemiology Health Hazard gppraisal
in patient ¢ gure arises dircctly from it (Sadusk and
Robjkins. 1966). . ot

A characteristic of the primary physician is his
necessary concern with the resources” of “his comf
munity His patients 'arc Mbviously influenced by

their wprk and living environments, by their physi=-

cal and by their cultural milieu. The health of the pa-
Gtients likewise influcnces the health of the com-
munity. Thus, community resources mz‘c brouﬁ\t
to bear on the patlgnt_or his family, either to assist 1n

. 0
z N e
. .
' . ‘
-

The primary care physician is rm:msibkle for con-".

4

4
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maintenance -of their heqlth or in :emedymg they
- disdase. Likewise, thede communfty resources may be
7 inordinatgly consuméd-by the over-burdened families

)

. N . vt

: 1f health maintenapce lags. ,
. Given this relatively unique ard pivotal rcsponsT-
blllty, the prhnary care physician needsy

zation is it possible for the 'thslcnn’ {0 maxinize .

- his capacity to.deal with the patient, faml-ly, ar&{the

cognmunity. Ugeful toots for coflectjng such ﬂatﬁ ing . }

cluode the problem- orlcnted record, specna‘l reglstnes
by disease, age and plrace of resndznce plus service
and cost reportd. Hoy does this relate tg epidemt-

) ology"
-Morris (1964) has identfied several uses of ¢pi-
demiology, and we "have taken those that relate
, . directly. to family medlcme as a key for our discus-

sion. B '
]

T®. !ilagnose the health of the Cohxmmmy’and
the condition of lhe people, to .measure the
* present dimensions and distribution of ill-healsh
Nn terms of mmdence, prevalence, anil mortal-
lty, 10 deﬁne hewith problems for ‘comrunity
action, and their relative importance and pri-+
\O;Tty to idemtdty udnerable groups needing

P

-

- with them so do cqmmunity health and health
wroblems, new indices gf health and disease

. must, therefore, always be sought. (Mowris,
) s 1964) [ . -

The paucnt s health will be mﬂuenccd by the com-
munity,/ahd the commuhltys health will be affected
by the health of the patient. ;

The community‘omust ‘have resources to brmg\to

' bear on the discased patient. The pnmary physxcnan
I the ¢apacity and rcsponsnblllty to devclop com-
munity programs which will assist in the care of the
patients. He can also serve a surveillance function to

. pinpoint epldemlc or endemic ‘diseases- in his com-

" munity. By maintaining adequate records, he should

(. be in thg position to. r?:'cog?ze corr¢ctable community -

hpalth hazards which créate. illness m his pdtlent
population. . : o

v ’

- .

To study, the ways health services work, with
a view to ‘their improvgment Heakly ‘serviceLs
reseqrch tramslates knowledge of con ml'mrl‘f‘l,v
%ealth in terms ©f needs and demand.

utlllzed lhelr success. in reaching standards and

-

[ 4

%
L]

family physieian. , <
% To search for causes of health and disease hy '

special protection. Ways of Kfeeshange,-and ¢

he st
ply of services is described -and how they 3; (2

,”tl()nvmd be pre
accuratﬁ.g owit

. data.7Only with effective recdrds aitd: data drgam- ,

in unprmmg hea‘lrh neads ro'be apprazsed
(Mnrm 1964) -

* JFhe primary care physlcmn must know the range
T community health services available to his popula—
red to use these eﬁ”ccuvely in his '
pr,,ncucg:, he should knéw the relative merits of .
thes’é- rior to assumirg a practice responsibility. He
sl&oul&bc able to cValuaté his gurrent organizatiogal
dministative practice decisiots-ang alter them. '
s fo meet the needs of his patieggs and his commumty
= He should also be committed to evaluation of his
pcrformana. in providing care to his panents and in
exammmg the effestiveness of that care. These cffort-s
will ]cad to defiritipn, of *performgnge deficiencies.
which will they become the educational, ObjCCtNeS
tor thc family Physician’s contiquing édusation. fhls
~ seems best done 1 organized local settings such ‘as
in hospital medical staffs and in group practices.
Peer review methods for quality, utilization and ef- «
ficiengy are extremely important to the practicing

» -

«

=
v

ed in terms of ther composit®n, their in-
teritance MM experjence, their bpehavior -and

. environment; descelbe their patterns, and esti- -
mate the relallye importance of dlﬁerenl causes
in multiple etiology, to investigate the mede”
of operation of the various causes. With knowl-
edge of causes comes the posczbz‘lltv #f pre-
yenting the incidence of disease. Roslulaled
« Tauses will ofteri be tested n naturally o ‘curring
¢xperiments of opportunity, and sometimes by .
planned experiments of opportunity, and some-
ftunes by splanned « experimerits n remoung
/vhem (M()rrls 1964)

\,}ld};[ng' the incidence in different groups, de-
. . :

4

The primary physncmn can becqme involved in a
variety\of studies of the dctcrmmants or distribu-
- “tions o dmeases as well as health services. There
* are excellent illustrations of resgurch, by primary._
care physxma-ns with inquiring.'migds and effeatjve
record sysfems in _Bntain, Canada#/gnd the United

S ates (Wolfc and deg}ey 19227, In our opinion,
primary care might weéll concern “itself with that
research *which has as its goals 1mprovcd. famlly
health maintenance, preventive and self-care cffects,
1mpr)'€d methods of patient tare, improved office *
functions agd, procedures! andl steadily. mcrt:ﬂslng
levels of primary health team proficiency. and: ef- °
ficitncy. Or prototype is thauof Lumparatlvc ef-



R fectxveness of dlﬁcn.nt ptimary care systems (Hulka .
« “and Cassel 1973). K

Cultqre and Behavnoral (SQCIﬂl) Scxencgs

Cu}ture is the “totality of soctally tgansmitted be-

.~ havipr patterns, belfefs. mstntuln;)ns nd all other’
products of human work and thought charactenstlcs

+ >*-of a commuhnity or population™ (Amegican Heritage
) chtlonary, 1969). While ‘not uniqjue to community

- medlcu;e we-consider- behavnoral splence as a basnc.
discipline in. the field, especially at ‘the, social group

.- tevel. It provides insight into (1 dttltudes : beliefs,
and actlon§‘~mv§lved in obtammg personal health

= care, (2) interactions between Jygmily members and
(,3.) the otcurrence of disease as related to a culture,

c.g., diseases of.civilization. The primary physnc:an
must “face the real and total problem™ of the patient
(American . Academy gf Famidy Practice, 1965)

- This invOlves the sociecultural aspects of the pa-
tient as well as the cljnical aspects. An awareness of

the differences in behavioral patterns, work and

‘th0ught. processes ameng different socioetonomic
groups is important.

- The* poor constitute u subculture thhm the
broader United States cul.ture They have 4n,_ entirely
distinctive sgt Sf behavioral pdtterns These’ patterns
have 'positive as well as negative aspects, as they
enable the poor tg survive 1n society These pattetns
are: (1) orientation to the present, (2) concreteness,.

", including the hourly struggle for food, “clg s, and
. housing, (3) “authoritaranism’™ (according to th\s

R source), and (4) “fatalism.” These charactensucs
in addition tp lack of income, obviously mﬂuénce
, their pattern of use of the health «carc system,
(Young 1964).

* < The rural middle class differs in us hcalth-relatcd
béhavior from the urban.middle class. Patterns of
behavior influence the use of personal health servites

» _and+the character of that use. <
Cultures differ-1n their perception of |llness For.
example, hookworm discase in the South arourd the
¢+ “turn of the century was so prevalendghs to not be -
considgred an illpess, (Pettigrew, 1964). This cul-,
tural difference*is also- tgue in the willingness of 2 »
population to passume thq sick role.” Cultures, differ

. in how they- handle. prcgnancy whethef of not it is
co’nsnderéd.(m illness,” dnd‘hpw #he pregnant woman
respond9 to labor} Petception of.illiess and assump-

#tion, of the sick rgle relate to the seaung of ‘medical’
» . care, providing it is ﬁgagcmlly and phy§lcally avail-

Tow

» . N .« 4.

“prescribed regimens. This take

“care. Among Latin-Americans the “hot-col »

. “receives. Family factors which a£

. " . ‘
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-

“able If am lndlwg al does not perceive a life sntu-

‘ation as an illrkess, usually will not consult a
memcr of the hgalth tare system(Karl and Cobb )

' 1966). -

Even after an 1llness is perceived, the nature of the

~.person consulted differs within cultures., The poor

more frequently <consult - family apd Tolk
healers first. If further care 1s necessary, they then
seek that-professional whom' the'y consider, the. least
higher class or expensive, for example, a Jocal
pharmacist or a practical nurse, rather than a physi-
cian (Bame, 1963). Minority group health belief

“systems may, be, stnkmgly different from those of -~ &

health care, provnders A lack
by the phygician, nurse and
Wwill 1nterfere; with compliance

pergeption of thls

with edication and “not followjng. p
orders.” It may also take the form ?“shoppmg for
health care +in differént systems or geeking episodic -
theory
must-be adhered to. 2

The phymcnan while treating’ the p‘atlent ceg-
tainly exerts influence or behhvior patternsqof the
family. The family also influences the_care the patlent
important to the , .-
c"trc of paticnts include such things as the.stability of
the family unit, the extent of emotienal support in*
time of stress or illncsgFand the'rcsponsnblhtlcs and .
peception of the ch d-rearing process. Thus, the

. family physigcian must know the famyy ¢nvironmens ..

in undertaking the care of the ihdividual, since he is ‘

“also assuming the responsibility fox the family, it
. care, and its ability to cope with the 1l:lne%of ong’ of

-

its membe
., The understanding of cultural mﬂuences on ‘the
patterns of d'l’asc is another facet of the relatnonshlp

_of socml science to health care. The shift in mortality

rates’ from. prcdommantly infectiods to predomi-
nantly chronic disease in"the United States occurred
earlier in urban thin in rural populatlons Our cur-
tent way of life has resulted.in the emergenfe of a
new set of diseases known as the “diseases of tivili-, g °
zation.” They are attributable to shifts in “life style, 3
mcludmg diet, the’ autornobile, changes in the work-- ~"¢”
place and environmental pollution (Esposito, 1970)
The role of social disorganization as a precursor to
a vanety of diseases is ~bécom1ng 1ncrcasmgly ap-
parent (Cassel, 1974). - .

In order te maxm‘\hze his pétential to.affétt the
health status of his patients, families! gommu-* -



- ‘\ent and public officials o develop prevenuve
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' nity, the primary physic,iar_l needs a working knowl-

. edge of these sociocultural influcnces on heatth
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‘worker do in his.or herework, and what were pre-

illness.” A reservoir of knowledge in these areas 7
(as well. as cher.bodies of knowledge of relevance
to the physiciun) lies in the department of community
medicine. It seéms imperauve that the student in
the unde;raduate curriculym, as wdl*z;s the physi-
postgraduate traimggs\be made aware of
these « idsues, nd their relcvance to pnmary “care
practice. ‘ ‘ .
ical socmrogy, §0c1al psychology, medlc;d.l an-
Lthr gy and otheraspects .of the social and be-
hdvioral sciefices are now considered part of a core
student curriculum and of the family practice resi-
dency. We urge ghe scientists and teachers of the be-,
havnoral sciences to work more ‘often in primary carce
semngs so they are able to base tlxnropedagogy on
televant experiences.

- .

Environmental and Occupational Health

Major types of environments include: work, home,
c'ommu;lity, physical, and sociocultural. Accidents
within the home, on the roads, and at work arc
major causes,of mortality and disability for a E@
portion 4n our yaunger age groups (Falk, 1974) The
_ primary’ phyelman must assume the responslbnlny
for attempting along with the family, labor, manage-

N

casures to reduce aCCIdents i e
He mugt be able ,to recognize work-related
diseases, which he is Lly to sec ih practice, yet,
often misses due to lack of awareness of g _problem, .
He should assume an active role in working with

industry to prevent these otcupationally related 1ll- .
nessces.

Occupational medicine mcmpm to maintain the
héatth of the worker, to prevent discase when pos-'
sible, and 1o cure, it promptly when 1t is not pre-
vented. It attempts to rehabihitate through a focus
on gecovery of function when lost Health counschng
and hcal&h maintenance are today's goals n oceupa-
- otk t‘gth. y

+Ta good occupational history 1s a basic skill

d i primary care What spectfically does the '

‘.

v1ous cxposurcs’ This tequires some knowlcdg,c 0

tc.),

’ . ’

»Resougces available from health and labor de’
pu(tmgnts should be familiar. to primary care practi-
tioners. Whap 1s OSHA (The Occupational® Safety
and Heglth Act of 1978),” What does it require of all
employets in protecting their employees . . . one’s
paticrits? What is the Workman's Compensation Law
i one’s §ate” Does’i i allow a prlmary care physician
‘0 see his pauent when industrially sick and injured,
or does it require the patent to see a “company doc-
tor”? What are “Black Lung Beneﬁts "7 _What ‘are
specific Social Securnty benefits? Does the pnmary
care physictan know abeut and refer to the voca-
tional cchabilitation service or to other special .serv-
ices (for the' blind, deaf, epileptic) to’ habilitate or
rchabilitate?

Each teclinical qdvancc has tended to produce its
.own pccupational and gnvironmental problems. Phy-

sicians using X-ray werg an early example (Codman,

1902). Fifty years ago, radloactlvny apptared as a
killer of fluorescent wristwatch workers who were
painting luminous dials (Martland, 1929). Other
»forms of radiation cxposures became a prototype of
the interrelationship between the work and the com-
munity envnronmcnt Even substances used for many.
years have not been adequatcly tamed, ¢ g . asbestos
and 1ead, the former how a malignant grant.
Occupatronal medicing stresses the prcvcntnc and
educational as®¢ll as the compulsory and the legal.
Health examnations and health counseling arg at the
heart of the best industrial medical departments’
activities Phyencu!ns. nurses, ;and industrial hygien-
15ts are often the cor¢ industrial hedlth team Safety
Lnglnccnng is a key aspect of accident prevention.
Psychological testing, counseling' and industrial psy-
chiatry should bg understood, including their biases.
All these, oqccg
‘nursing, angdzother health stydents and housestaffs.
The envirgnment of almost the entire United States
population 1S now threatened by the thdustrial wastes
and pcrsondl machines (¢ g, autosy which pollute
our air, watdk, fooed and dnnk. Oc{‘uputmnal med:-

gamn, must start with the medical,

cific now 1nevitably combjnes with environmental

or In the
are sjmcr-

medicine - Whether 1t be at the work pl
neighborhood environment, the hazards
gistic, . .

Air pollution, nowse pollution, water and soil pol—
lution—all the aeputs of the living cnvironment
which had been thought to be improved or mprov-
g are naw threatened or already poliyted. Ecology
as a disciphne and viewpoint of the whole and the
interdependence of all, should be viewed as.a base

.
.
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understand.

The prifrary physician' is in a ynique pdsition to
recognize ‘the health cgnsequences of of environmental
pollution and poor sanitation in his “community. He
should Assume an advocaly role within the commu-
nity to correct those conditions which produce illness

N
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) /
' dxsc:plme the primary ¢dre physician dttempts to / medically lndlgent systems, th.e Veterans Ad.mm-

istration health carc program, special eligibles such

-as Indians (native American), and the Armed Forces. -

memBers*and their families.

Undcrstandmg the interrelation between@rgamza—
tion and’ the financing of  health’ carg delivery and
their disparatenesseis necessary. Theré,must Jbe fa-

in his patients and attempt'to prevent future illness. ¢- mlharuy on a day-to- day level with hedlth plannlng

This advocagy role require$ an understandmg’of the

_ political-social p#cess, and how to dlter this process

for_change.

Health Administration and Medical Care

Health administration anJ medical care -are two’

phrases for a sphere of actiity withtout an acgepted
short title Health care {Jelivery, health care organi-
zation, health planning, and community health serv-
ices are either components -of these phrases or used
synonymously with them Health services research
is: the key investigative field of this corc subject.
Cognitive knowledge in these fields draws heavily
from the disciplines of admunistration, economics,
communications, political science,
history and ethics, among others. ™

. «Fhe primary 2are physician needs to acqunrc some
of thg skills of the health admimistrator. himself.
Examples of such skibs mclude. How to organize
and run an office dnd/or complex *health care de-
livery service, ¢ g.. ‘understanding 1Aws applying to
employces, personncl practicey and fiscal affairs, or
planmng and evaluating the services. Complex hsulth
care delivery systems suCh as hospitals, university
health sdience centers; large group practices, nursing

_homes, comprehenswe health centers and health de-« (7,

partments are almost certainly to be within the re-
sponsibilitics of many primary care physicians.

The basi¢c methods of financing of health care
and the advantages and disadvantages of cach must
be known. This involves unders@inding health insur-

ance—social insurance, such Medicare, private
nonprofit, Spch as Blue Cross-Blue Shield; and
commercatinsurance, or #Country's National Health

Service? .

Familiarity with standards for quality, comprehen-
sive care, efficacy, cfficiency, accessipility and how
they are applied must be. understood. PSRO’s (Pro-
fessional Standards Review Organizations) represent

a major case in point in the contemporary Amer:ca’

medical practice. Thete must also be familianity wit

secial welfare, "

and 1ts relaﬁons)np to organizations in Comprehen-
sive ‘Health Planning* and Regionab, Medical Pro-
grams withm the health care syStey
hospital or a neighborhood heglth: "=j .

Part-time and field health agfebiistik
ticular}y valuable as faculty metpt
information to medical students a @%residents on
those §Ub]eClS Health services resedfch personnel
can aljo provide relevant information about these
areas Both can be drawn into faculty development
activities at the residency level. Residénts can be as-
signed to planning, developing and evaluatlng a
health caye delivery system as part of their core time.

_CONCLUSION - K .

N

The primary care physician, whether internist,
pediatrician, -or famfly ‘practitioner, is in a unique

" position to improve the health status of his patigats,

families, and the community in which_ he works if he
has t’h/e skills, the attitudes, the appropriate health
care team, and community system. Medical educa-
tion needs to provide learning opporturﬂtles to de-’
, ‘velop .such physicians. Socnety is demanding this
Joudly and clearly.

N . i,
s Lo - ,‘j’ ey
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Prios to makmg any formal remarks about the
manuscript prepared by Dr. Falk'and myself, I would
like to comment on a trend which is relevant to
prim'gy care education.. In my discussion 1 assume
Farm,}g Medlcme is the leading speciality involved
in pritnary care, but recogdize that other specxalmes
have and desire 4 role in primdry cares

This trend is_to combine départnfents of famlly

and community’ medicine. We must recognize that
famjly and community- medicine are wo separate and
distinct disciplines, ‘The focus of community medi-
cine. is the c‘ommumty,- an aggregate of individuals
and families; the focus of famlly medicine is the
family ‘and its members.-The base sciences of ¢om-
munity, medicine inciude epidemiology, bidstatistics,
behavioral science, operations rescarch*and econom-

i<is "These ‘are ail disciplines which deal With at-

tempts to explajn and modify grbup bchavnor The
.base sciences of family medicine aré c‘hmca] n

e, pedjatncs, internal_medicine, psychndtry and
-theflike. Thgse focus om thc individual patlent not

- on the aggregate. The family, the unit-of family

\ERIC RIC
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medicyge, - rapresents a good meeting grdund for
those, two disciplines, and the comments
manuscnpt illustrate common concems and relevant
qurmauon that community medicine has for prj-
‘mary care education. PR ,

As. practmoners and- researchers of commum(y§

medicine, we aw aware of and suppomvc of the
need for effective, primary care. Primary care repre-
sents the “‘crunch” +n heaith care ‘asvallustrated 1n
the paradigm gencrated by Kerr White in Ecology
of MedrcaI Cart (1961) In this paradigm’ White
points out-that of 1,000 paucntc during a mbnth
750 will report an’illness;«250 seek physjcian care
and only 9 arg admitted to- the hospital While this
is true, our ‘medicine educatiera ystem cUrrcn‘tI)
focuses on_the 9 hospltal patients’ and. attempts to
produce’ individuals exquisitely trained to provide
this care?! This educdtional emphasis-is in part re-

-~ - I3 - . 1]
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sponsible -for the declining numbers of prinrary care
ph),sman& whoeare necessary to, care for the 241
patients who consulted a physician but were . not
admuted to the hospital: This awareness prompted
many departments of community medicine to ldunch
primary health care programs, such as the neighbor-
hood health centers. These concerns of community
medicine also allowed it to be strongly supportive
of and to participate in the development of the family
medicife edusational experiences within medical
schools. Perhaps community medicine's outspoken
supportive role -of famijly medicine prompted our
colleagues within the medical center to. identify
family medicine as a “portion” of community medi-

_ cine.

1 personally believe that this trend identified by

".our medical educatiorf colleagues is not, in the long

run, productive either for family medicine .or ‘com--
munity mednc’re Each discipline should be recog-
nized as a distinct entify within the sphere of medical
education and these two disciplines should jointly

- demonstrate the relevancy, priority anid necessity for

4

E 3

—

.work’ cffc;cuvely as two separate dcpdrtme*ms t

primary care delivery in an osganized context. I am
not absolutely opposedeto joint dep@rtments of com-
munity and family mcdlcmc In thost institutions
with™a strong community medncme departmenty it
well might serve both community medicine and fam-
1ly medicine to ‘allow the departments of community
mediciie to “incubate” family. medicine, but we
should, as soon as possible, spinoff this department
to assume its place on an equal foot'ngiamong other
departments of the medical school.

3

It is appropriate for us to'not lose the opportunity - _

to wark with the Other chigjcal departments in our
rush to implgment and support the family practice
movement, We must regfignize that one of the ma]or
respohsnﬁllmcs of the department of community
mcdncn,ne 5 to crcate develop and evaluate com-
munity health programs. These programs wil not
only be used by family physicians, but also by other
primary care specialists, as well as s&condary dnd
tertiary care phy§itidans.

It seems rgasonable to suggest that because of thej
concurrent goals, comprehensive and continuipg
care, fm:ly medigjne and community medicine an

tain 'a voice in” policy decisions in ‘medical schools.

Both departments currently have little input into -

policymaking. Perhaps two departments-would have

a greater voice tham one department with two units.

The dcpartments must work together in order to
L]
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obtain those trappings of influence which are appro-
priate in medical educatidn circles, These arcas in%
clude:
Famlly medicine should not be loo™d upon as
“second-class megdicine which.can only b¥ practiced
‘i’ the commu hpspnta,l 2) Currghlum *time.
Commumty medicine has been tradmonzﬂ'ly short m
terms of eurriculum {imé, The same thing is now
happening to our family ®practice colleagues. 3) Ap-

pomntments t6 policymaking cormmttees The two

depﬁr;mems should work togetber to obfain z(ppomt—
ments to policymaking committees, such as the
curriculum committee, the peruuoné.‘. appeint-
ments, .and terfire committee, and the hikg. 4) Fi
nancial résourchg. Possibly the most iMportant seurce
,of power “and, i
commumty has “to ‘do with getung# tésources fo’r
faculty and resjdents’ salaries “These sourc;s.allo»\

for the growth of an adequately- ed dePartmcm
to assume responsnblhly for 'this valuable‘pqrﬁon of
§, the medical education program. * ,* ®

5 Recognizing that therg®ys a_differefice . be,t-ween
family \medxgme and community medigcine, what 1S
*common ground between the two_disciplings” Our
mar!uscnpt identifies some of_ thcse such as. epr~
demlology, biostatistics. s‘ombcultural l\no»\lcdge and.
heahh care orgamn‘uon The overlaps can,be furt‘hcr
deﬁngd through the mechanism “gf- behavjoral ,ob-

jectives The Universfty3of Washington Dcp"xrfmcm
of Family ‘Medicine has 1dentified Cpmpclenci‘-
Based Objectives for the Fﬁmnlv Physician” (Baken\
et al.,, 1974). We in community medicine should
“likewise 1dentify the copipetency-based ob;cunu Qf‘
community medicime. Where ovcrﬁp exists betwedn®

these "two .sets of behavioral ochcuyu thurc is an *

bv;ous dield for comymon cduuduon of undgrgrdd-
aate students and residents

‘Apother important-contribution that wc m ¢om: *

"munity mediaine can makc to family medicine 15 the
use. of community dlagnosxs All physicrans, r%drch
*less of specnahty or ocatiom, pratllce 1 a commu-
ity. This occurs whether an dividual 15 3 ncuro-
surgeon fn downtown -Manhattan, or a fam»ly
“ physician in *Wolfe County. Kentucky. At the Unr-»
versity of Kentucky . evary undcrgmdu ue medical
stydent learns how to (?[) 3 ‘community diagnosts
*.We require afl sludem.s durmg their Junior ygar of
medical school to spend fivé wecks *in one’ of the

ﬁflecr/ governmental planning regions m the State .

of KentucKy; ,They work in groups of five with a
facully pr}cccptor During this umu studgnls do a

RIC
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community diagnosis, as .Originally descrihed by
McGavran (1956). They view community health
problems as a physician views indisidual health prob-
lems. Therefore, we ask the'student to take a history
and obtain chief. complaints from_ vanous people
withid thg communtly and, have them identify lhe/

commuriity'saaealth problems. The’student ¢xamines’
. objecfive d o conﬁrm or deny the impressions,
he has geccivell from the history. He then-formulates

«a problem list composed, in prnor'ny rank, of those’ .
commumty hgalth problems which he has identified. .

. Some of«the problem i‘lStS generated by. this process,, !
appear clsewhere (Scutchficld, 1974). We anticipate,
that the us¢ of this krroﬂedge n the cox‘hb‘lumtv’

> wilk 'seem “sclf- ev;dem to the student, agd "mTCIpale
‘that when the sludent engrs, practice, he will do a

. comlmmllv ,d.m s’ of the commumy in‘which he
chmses to “From | this swe hope-lhat he will
serve “as a 1e3 ’devdopmg prog_ramS' to speak
i, the pr()bh:ms he nasvidentified.in his comlpunlly

Wc hawe spokcn briefly about "h% id¢ntification of ,
hlgh 1isk cohorls'of patiépts in lhe family physician’s
pmcuct:’ as &mcyhanwm for. preventitg, bind resolv-
mg‘thgse:prob%e fdemlfymg thése co’horls in

La km)wlqu\, li-upldemlology and “th¢ -pti
i of ‘office fecords ‘as, dn epldemlologac;ﬂ ‘toot.

also‘ feel rhdt‘commumly medicine tan’ mkc .
mxporuml conlnbuuons.t.o practlcc magagement b!y
“the fdmnly phySLcran By usings, the; épﬁlcmlologcal

& and bloslallsncal—*toels whxph commumly mgdicine
“has 'awdlldb!c it wohlt be poss1blc for (hc family
physician to evaludte hs\ practice for efﬁcrencv ef-
£ect1veﬂess and quality "We kﬁow that the p'hysncmn ’

it ommumt) MlL.-dssume lcadegghnp roles’ by .
ﬁg pos B on- eounty b()qrds of health,- medical
staﬂ's_. ‘qd)mpiehcnﬂvg health plarmmg ‘counc:ls ‘and

- 7other ud“sory‘ and pohcymgkmg groups Ip work-

ing wnl’i Rh"SICKIﬂS *1r* the , Cetdmunity lo develop ,
: commumly hedlth -progmms the Umvemly of Ken-,~
lucky‘ gmduat; has” been ;xlrcmcﬂy casy far us.to
work ‘with," a% he bas a grasp of ‘the reeds. of his

/Lommumty We ‘hopc that the broad aggregate of -

' dlsaphncs in communrly—mcdlc;ne wilk allow Aim to

. melfvd'y serve<in this capgeity n the commuml

‘Let me cofrclyde by making one additional ‘¢
ment.’ The paucm in community medicine. 1s lhc
comtmunity. and the pdlanlsln fdmlly meditinc *is
the t;dml]y Just as in famlly medicine we avould’ st
think of teaching the precepts of famiity ‘medicinc®
‘without having a family to Ppractice on, so we <hould
‘not think of teaching wmmumty mcdicine -without

:
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having¥4 community to practice ‘on. We in the De- : e T
. =~ partment of Commur}l‘ty Medx‘cmc haye a responsi- * pEEERENCES® o v -
bility to take a proactive role in working with com- . ) : .
munities to identify tht community health problems * *. / . b N T
and to assist them in the development of splutions J , : . R ‘
* ’ "l : : Bak RM and MJ Gordon 1974. Competency-based

to those problems. When we assume this responsi-,

. bility we wilPsee two things: recognition from our ‘7(”““‘"" for the Family Rhy"c"‘" Asso for Hosp Med

.* Students and fellow faculty members, and the valu- Fd 7Q) 2-16 :
. " able contribution we have to ‘make to primary care MLGavran EG - 1956 Suentlﬁc didgnosfs and treatment
education. . ; ,' of community as patient JAMA 162-7234727
. . “ 7 /&utchﬁeld ED 1975 Alternate methods fos, “health pri-
: . {)/‘- ority asgsment § Commumity Mealth 129-38
[ < Lo, / ¢ . v
) Lo . ] : /. White, KL, TF Wiliams. BG Greénberg 196]. 'The ecol-
. ‘ n , -ogy of medical care. Ne'\.\‘ Eng | of Med 265 885-892.
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mUnity medlcme was going to be medicine "dehvered

in the commumty el
. What did we do? We got the money and developed *
a neighborhood health cenfer, the formfat of which
was to providé family health care with family health_
teams. That ‘subsequently became the basis for our
* family medicine programe Now, five years later, we
are spinning- it" off jnto the commumty We have

. ' STOKES: 1f the departments of pré(rentxve com- ¢ decided fhat' we're not gaing 1o operate a health

munity, social medlcme are not gomg'to directly

. provide primary care servnc’e' as yoy suggest, what
indzed are they going to do in terms bf service” .

I' not sglking about teaching-or research, I'm

tajking abodPseryices for w e feels responsible
either to an‘individual or collecti oup of 'patients

T SCUTCHFIELD. The confinuing.service respon- .

sibility of the comﬁxumty-socuﬂ -preventive medicine
,prbfessor is to ‘deal with communities. Let's say

t into a colamunity, as I have in, the past; fn
rural Appalachia, and the most pressmg obvious need
was personal health - service. Rather than assummg

" direct responsibility for health services, departments :

, of préventive/commupity medlgme can help the
conimunity develop an organizatien v whlch identifies
" health service needs,'and gives alternatlve approaches
to these needs, ¢e.g., family practitioner. nurse prac-
» titioher,-multispeciaity, etc. models). They can also

help in obtaining necessary funds to implement the -

- model selected.
If family, medicirie is tj':e best clinical, anrtmen‘t
to deliver primary care, and if the farhily phys
# fits into the " pri'nary care team, obviously this is,
the department most closely associated wnth com-
munities in developing health services. y
" ABRAMS: What you are doing is laying down a
'blueprmt

department; separate thgm fob reasons which
you justibied. On the olher hand. the rest of your
just keepmg them together. It.1s un-
to delimit our discussion to such adminis-
trative,
.preventwe/commumty ‘medicine to primary: care.

¢ There are many app;oaches to this—what’s true n .

Kentucky may not be true in Arlzona}Zﬁ illustrate
—when I joined the University of Arizéna, it was a
department *of community medicine,
practice was ‘a little bit digtent at that point. My
first job was to get money from the Federal Govern-.
ment to develop a neighbiorhood hgalth center. Com-

‘
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No, we dOnt give direct health service ~
.but we do.it this -way, ‘No, we shouldn't combine

it tates. Our basic purpose 1s the bringing of ‘

and famjly '~

service forever; butae did have te operate it for a
short tim¢. You see, there are so many ways, of
doing this. . '
- CHRISTIAN: Dr. Scutchfield is saymg to a,-
family practitioner, ‘W’e’ll organize you, and we'll
plan you, and we'll set up and supefvise you.” For
any commumty health“§ervnce to be effective, all the
elements have to be cpnccrned with the planning,:
including the family physician. He has to be at the
top, helping to plan the service in which he is going
to work, Somebody can ’t just -come i, plan a servnce
system, and spin it off to him. ~' !

SCUTCHFIELD. That's a misupderstandjng.. If
I gave that,dmpression I apologize. All provider, as
well as consunier components, should be involved in |
the mitAl planning, but the departments of com-
mupnity medicine should have ‘the primary responsi-
blhty for wrkj ng with the community because they
are the most informed about health admipgistration.

- and health care organization.
The primary responsibiltty then is patlent care.

t

S

-

‘-

Now, you obwously need to b¢ involved in planning™.

those serviees which will be directly related to
patient care. )
HENDERSON: Llstemng to the discussion, I'm
struck by certain similarities between communities
Aand patients. We have to remember that one of the
important ghinigs about serving the needs of, patients
‘is getting the patients to come to seg us,in the first
_place Likewise, onc of the ‘importdnt tHings about
dealing with communitics is getti the community

to come to see you. . .

One’of the commonest health problems presehted
by a community in this day and age is a perceived
‘need for family doctors, Maybe thi$'is a correct
Jidentificatiof™sf the pmblem, maybe not, but like a -
complaint which brings the patient to t'he'physidan,
it mdy not be near the entire picture of the problem.
. It is,here_that combined resources of community and
family medicine departments must be brought to
bear to arrive at a solution. " -
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ABRUMS. I'm ;,ldd you mcntloncd it ‘because  nvolved n the' diagnostic @hd the thérapeutic proc-
we're in thal very situation now. Communitics are  esses Thus, we are talking about a kind of research
coming to us. How are we meeting their nceds  or study process which by its natufe should bring
) through the family practice program? about needed change. And by its nature the process
WALKER This discussion has brought out a will be dependent upon close warking relations be-
very important point about the way community twgen community representatives? community medi-
medicine departments ean successfully serve cqm- ° cine consultants, and primary care providers. The
munity needs. The term “community diagnosis™ 1mm-  important role of the commumty itself mtiating
pliecs a préfessnoqal service in response, o an, the process, through expression of need, dn/bemg
expressed nced. That need may be for ‘primary care actively 1nvol\cd in the analysis and solution,’should
practitjoners, and if so, they must incvitably be not be forgotlen
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The final section addresses the broad issue of the miligu of primary
health services of the future—orgaffrzat;onal managerial and, most
eritically, ﬁnantlal- mode While ne’ﬁ%‘strncted to the matter of pre-
ventlve/commumty aspects of prmfas care, tlgls question of future
milieu is perforce directly relevant t%e 1mpleg1entatxon of all whl&h
is presented in the preceding seetions .

Dr. Gi¥sen reviews three movemétts which have arisen during the
past decade to challenge the failure of the Flexnerian hospital to edu- -
cate and mot1vate ama&egﬁate ny wer of primary care physicians:
Family Practice, fCommumty Medicine and Health Maintenance Or-

* ganizations. The paper assgrts that as primary care grows 1\will become :
d

increasingly orgapized into rationa] delivery modegls, and ‘there will in
turn be a pressm need for a new type, Qf health service gdministrator,

_ the special attrLbufes required of such“administrators are detailed.

the invited dlSCLﬁSlon Dr. K1ssik first examines the depth and/or di- .
rection of analyé®s of certain points presented in Dr. Gibson’s paper
Specifically he focuses upon the future usefulness of the concepts of
Family Medlcme and Commumty Medicine that are presented and‘the

- question of what are -or will bé the major forces which reshape our

health care sys&em He agrees.with®he need for a new type of primary
care admmlstrator or manager, and brleﬂy,,descrlbes training programs
for such persons at the University of Pennsylvania. General discussion
considers, respéctwely the roles of medical education, consumerism
and ﬁnz{lcmg hechanisms, pubhe ang-private, in chaﬂgmg the health
services delivery system . &

oo
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bility tg care for all the residents of a defined
commumty who wish to use ;ts services. This system

attempts to protect and increase the health of its -

clients, 1den’t1fy presymptématic pgoblems, diagnose
and treat those diseases wrthm its competence, refer
patients to more specxalrzed servicgs when 'requrred
receive back those why have been ‘referred, help
hasten recovery, retard disabiljty,l and comfort the
dying. Ideally, the system .studiep the relationship
of its constitueng® to the physicdl, emotional, and
social 'envj,ronm t in which they flive and the degree
to which relationships with their community, em-
ployer, family, and peers affect their health.

The physician is the central figure in _this insti-
tution. This discussion will fogus on regearch and
physician education in primary care and not deal
specifically with ‘other health professionals—nurses,

“dentists, podiatrists, pharmacists, social workers, et
al, who also play crucial- tofes in primary health
care,

PAST AND PRESENT PRIMARY o
CARE TRENDS )

The discipline of primary| health -care has only
recently received organized pttention in American
medlcal school curricula and] this is surcly Treflected
in the grave shortage of prrmary care physrcrans in

" our iety. In consequence fragmerts of primary
health dre are dglivered by a wide and uncoordi-
. nated grpup mcludmg general practitioners, most
pediatriglans, some internists and other medical
specialists, osteopaths, pharmacrsts, public health
" nurses, chiropractors, and lay healers. *

-
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Most primary cate is still delivered in physicians®
private offices: Of 567 million patint Visits for pri-
mary care estimated for 1969 in the United States,
the percentage distribution was as follows (Parker,
- 1973). . »

s . T
2 v . ¥

<

Private practitiogers - : ' 779

* Outpatient Departments - ~ 10.7

EmergencfRooms 7.1

Prepaid Group Practices 37
Neighborhood Health Centers 04 -

Free- Clinics . 0.2
100.0 °

It should be noted that tﬁg first’ three institutibﬂsi
are well established and that the last three have eac
represented recent efforts to respond to society’s
needs—either to control costs, elevate the quality
of care, make itsmore comprehensive, or reduce the
barriers to utilization.”

During the past decade, two movement$-in med-
ical schools have sprung up independently to respond
to the neglected needs for primary care in our so-
crcty——fanﬁy practice and . community medicing.
Although there is a high degree of overlap in their
goals, they have so far tended to treat each other
warily. In any discussion of the organization and®
management of an ideal primary health care system,
the history and needs of each movement must be
considered.

Thejfamily practice movement has tended to be.
a movement from outside pUshing u,lto the megdical
school and teaching hospital. The initiators have
been practicing family pRysicians, nonmedicat edu-
cators like John Millis, and legislators. Important
goals have included acceptance of the family.
physician as a peer-of other specialists and his ac-
cess t6 the hospital for roles often automatically -
denied to him in the past, regardfess lof his capa-

)

+

L )
*

‘brlmés For residency training, most .model family

0

practice umits "have been based m the outpatient
¢linic of a hospital: The tertiary care nature-of many
university hospitals and the hostility of some faculty
members in departments of medicifie and pediatries
have often made it necessary to base the family
practice training program’in a community hospital.
As long as the formula “academic equals tertiary -
care” persists, however, it continues to retard the
acceptance of famrly medicine as a umvcrsrty
discipline. - ’
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A’ different flavor has surrounddd the growth ot
departments “of community medicine. Leaders 'of
this movement have tended to move from dlsciphms
« in preventive mgdlunc; and the established dmlcal

departments out into tJ;\c communmty Thesr acmmes

have been closely related o the civil nghts move-
ment, urban and‘ rural underserved communities,

'and the Office of Economtic Opportumty, and their

institufional bases have included Neighbochood -

Health Centers, free clinics, and the like. They have

_tended to reject hospna’ls as a central focus for health
. care and to emphasize a more cgaditaniari role of ’

other health care* pu’sonml vis-p-vis - physicians.
Other “characterizations have inclyded studxcs of thc
effect of environment (pollution, Housing, nutri-
tion) on hé&alth, the spansorship  of new "health
careers such as familyhealth wotkers, the reduction
of barriers to access, and finally the active accept-
ance of a,consumer voice 1n health-care!

Both of these movements are now cncountering a
new set of organizational and ecconomic forces-un-
der the label of Health Maintenance Organization
(HMO). The fee-for-service system. under which
clinical practice has tradmonally flourished, has come
under increasing. attack d¢ the Federal Government
(which now already pays for morye than 25 percent
of all pcrsonal health care) reahizes that 1t contains
no incentive for cost contzpnmcnf In turn, as Fed-

_eral bloc grants for Neighborhood Health Centers
begin to shrink apd free chinies feel the need 1o be-
come more stabl¢ and consistent, the ¢»olution of

* these aenters ito health maintenance organjzations

——='is becoming a necessary process for survival

Thus, familiarity with the health maintenancg
organization movement beeomes essential for the
educator in family medicine and ‘community medi-
: cine. The HMO movement under/ the traditional

label of prepaid group practice has developed as
an urban middle-class phenomenon closely related

, to large industrics “and trade umons, The proneering
physicians of Kaiser-Permanente and the Group

7 ..Health Cooperative of Pugei“Sound recgived virtu-
+ally ne help or attention from medical educators

and were often bitterly oppoxcd by family pract-
tioners ‘through the medium of organized medicine

Primary medical care jn HMO's, 2t *Idast on ‘the

u

Y
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not b(‘cn hIEhly“valuud and the' care has not been
organized in a” family- centesed “framework  Just as |
the HMO has been little involved in the family med- |
icine movement, it lus also not been ¢losely iden- -
ufied = with  academic community medicine. The,
subscribers to an HMO  have been typically re- -
cruted through the company in which the bread-
winner works and not through thé ;omh‘nunity in
which the tamily lives. Thus,the subscribers to the
plan are scattered throughout a mctropohtan area
and rcpruun a minority of families up and down |
therr, block. The Kaiser Health Plan considers that |
its mathet 1s close to saturation if 20 percent -of ‘
familics in, a sommunity* are subscgibers. "l(hus, at- ‘
tention to the physical and social environment of
families has not beeri high in the priority of HMO
goals.
Iteis perhaps useful to recapitulate my analysis at
y " this point Three groups in the past ten to twenty"
*wears have attempted to respond to socictygs needs
for nmdr) -health cafc—?:h;: Family Practice move-
mentthas focused on the recruitment, formation and
status of the tanuly physician ]ts tdrg,aj has béen
the care &f persons in a famly cOntext. It has not
given a great deal of attention to health care cco-
nomics or to basricrs to access The Community
Medicine moventgnt has been characterized by the
development of neighborhood institutions Caring for
pc()plc In @ communitys context with an emphasis
on the health cyre team, consumer involvement, and
the integration of clu(;cal medicine and  public
health. The HMO movement *has stressed compre-
honsive organizatich of care, cfficieni planming,
quality of individual. services and financial self-
sufficiency It has not been notdle fow a family or
community focus. ‘ '

~

-

PUTURP ORGANIZATION. OF )
‘ PRIMARY CARE '

\

1
From the foregoing considerations it riow becomese
possible to conceptualize the organization of primary
care in the ‘United States over the next twenty- -five
years  Rather than distinguishing between require-
ments and desiderata, T will list the clements of a
model system for which local -compromises will

*

West C(;?umil recently, has bc‘é] rendered chiefly = inevitably be made.

by interfiists and pediatricians.  Stress +has  been
placed on making availuble a specified s¢t of serv-
ices to. respond to episodes of iliness. Cantinuity
between an individual physician and a patient, has

-
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I Pnimary care 1s orgamized. as a nonprofit
corporation, not merely a doctor's office »or profes-
sional corporatien. It cannot meet its goals as a pro-
prictary branch of an investor-owned scheme. It
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cannot reach fulfillment as a satellite fupction of a
“hospital. .
20T s physically located in the ‘community 1t
serves. Only thus can it share all the ecologlc-forw
tq which its constltuency is subject “and in which it
must develop- its priority of goals. For conyemence
I shall refer to the primary care orgdmzauon as a
eommumty health center. ’
. It serves a nﬁmmum of 3,000 and a maximum
.of 50.000 people. The smaller figure represents a
marginal level that can 'barely achieve certain cru-
, cial -economies Of scale, 1t is most applicable to a
rural ared: The larger aumber is the~limit béyond
which *bureaucracy and depcrsonalization. begin to

grow rapndly .Larger populations arc better served

by multiple_d
-to their eomm

ersed health centers remaining closc
itics. - s

4. There are clear-cut cfficient ahd cffecve pat- |

terns for' inpatient ¢are and spcf:idltv consultation.
The relationship between thc health center and the
hospital-is a comple} onc be)ond the scope of this
,discussion, The health center must bg able to con-
*"trol the costs and services of the hospital so that the
patient will not be subjected to excessive or inap-
propridte procedures. On the other hand, ¢oncern
vith cost containment must not nterfere with a
high quality of care to be rendered. '
5. The care n the center 1s rendered by famuly
health “tare teams. Such teams have so far been 1r-
regplarl? uccessful. The more traditional model has
been thd physician as a purveyor of sgrvices str-
rounded by helpers under his direction. As health
manpower-Grganization becomes more sophisticated
I believe the physician will bccome the senior mem-
Ber of the team and will relate to other members
such as middle level medical workers (nurse prac-
titioner and physician assbciate) and famulys heaith

workers. Where appropriate, the' team’ renders 1ts

care in a family-centered way- so that advice and
therapeutic programs recommended®by team niem-
bers will not be contradictory or confhcung for
members of .a family 'Development of therapy
should take into account the strengths and weak-
nesses of a family Structure  However, this dimen-
sion must be gelicatcly balunced with ghe right of an
individual to privacy and confidenuality Team
members ,can, share information and plan jomt

therapy only to the cxtemt that therr patenty indi-

vidually desir¢ it.

6. The card is community-centered  This means

that attention is paid To those who are not in the |

. .
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kealth tare §ystcm’ to verlfy if tfwy have health eare,

& needs or desires not currently met. Of cpurse the

.

-

right of these people to bé left alone is essential.
Community Lentcrulnus also’ means programs in
health cducation, cbordnmtlon with other institu-
tions SULh as schools, 'LI]UI‘(.th, service clubs, and
OrEdnlldllonS of employers dna’ﬁ‘oployccs .
7. The consumers lm\c an orgamuzed -and Lﬁec-

'tm mput Into the prOgmms and policies®of the cln-
“This important %)plc is the spbject of another ,

Fogart\ Center monograph _(Smith, 1976)7

8. There 1s a comprchensive and stable system
for”gn:mcmg which enhances productivity of the
taff80d cost containmaft of the program compati-
ble with a ligh quahty of care.

The admimstration of a primary health care cen-
t,(/‘lbs a task as new as the ceriters themselves. So
far, there has been littic development ofthe curricula
needed to ceducate primary health caré administra-
tors, For the purposes of this discussion, 1 am as§um=

ing a community health center governed by a board

of consumers In the smaller center, serving a popu-

*lation of 3,000-6.000 people and havmg two to four

physicians on its staff, the administration® is ade-
quately served by an M D clinical director and a
business manager. In a center at the farge end of
the scale, serving 30,000 people. a full-ime senior
adminsstrator, presiding together with a chnical dis
rector over « more claborate administrative _styuc-
ture, 'is needed. Quahfications of a physician or
other professiogal for such roles would depend more
on pcrsonzﬂlty. comnutment dnd managerial expere-
ence than on climcal trainmg. At this point, few
medical schools or progranms m health and hospital
admimistraton  arc  producing  personnel with ap-
propriate primary care orlentduon ’
Regardless of professional baeKground, thc ad-

" nunisteater of the primary care center mugt deL‘ the
v

-

following, attributes’

I. A knowledge of the culture of the community”
served. This jncludes fluency in the ‘brcdommant or
lmportdnt-scmnddr) ldng_uage of the commurity. It 15
clearly advantageous to reside m the community

2 LA grasp of commumty dynanucs and expert-
ence with a consumer board This mcludes an ability

to help the board grow m knowlcdguldnd skill. to

P ’ 3 . N
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v

present issues to the board’or to explain clearly why '

hc does not. Lo ’

*3. A freedom to circulate (Mondragon, 4974).
‘The administrator must neber be sq-overwhelmed
that he 15 pinned to his office all day A close famil-

-
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‘ iarity first withgmll the functiens’ of the health center, Y CONCLUSION . ' .
*» and second with the community 1s essential to spot L ,
changes, 1dent1fy problems, and develop friendly * " Ip summary, the“primary health center is seen as
o« links with staff a gd patieat. .~ e the heystone to the entge health care system. It must
N 4. Insight ah sympathy for staff undergomg role be responsive to the community, to the family, and

- strain. Most p;ofessxonals have not yet been properly to the person. To accomplish these goals, new role
.educated for thé roles they assume in a cqmmumty - and new ways of doing familiar, tasks must be dé-

. healthe center. Problems of status, . “tugf”-and_ ecd- veloped The critical figure in this new institution

* .~ nomic.reward often become acute un\és& |dent1ﬁed will be the administrator—a person of many pares.
;. and resaved early. * Q He or,she must maintain a delicate balapce hetween,
5. A’kno.wledge of labor relanons Confemp'orary on the'one hand, the human needs and the emotional
organizations tend to define and organize power ex- climate of the health center for ‘staff and patients
plicitly. Health center administrators should be more  alike, and on the other hand,:the technical ‘require-
prepared than hospitd]l administrators have* been for. ments {or high quality services at the lowest cost. In

- »

' the advent of trade unionism. - . fine. primary care admnistrator bécomes the’
- - 6. Familiarity with data processing techniques. .  linchpin of the new system. ]
The laffe amounts of data needed to’ provide in-' ' 9 . Do
‘formation on the opErglon and effectiveness of the . -.% .
communify health center are essential. : . ) L
' 7. Alaility to develop ob]ectlve§ and evaluate . - : 1]

. progress in meeting these objectives This is a com- ) ) -

plex management prodess which must involve the =~ REFERENGES

. entire’ staff and representative consumers in the de-
velf)pment of -a plan submutted for approval by the
govermng board. It has become increasingly impor-

tant to make the objecnves of a health center exphut- Amencan Hospusl Assoaiation House of Delegates Febru-

_and realistic. It can "become so all- -consuming a. , 7Y 1973 »

- proéess dewever, that 1, can interfere Wi[tﬁtb seeing - Mond-rdg.on' FE 1974 Puhhclnceounldhrlny and human
sick people. Once a plan is developed, evaltation of servicess orientation 1n hedllh administration Pdper pre-
its implementation 1s critical f it is to be more than sented to the Institute on New Appmdtheg o Educﬁ,o“
rhetoric. Inexpensive and efftcacious methods for this - dor Health Administration, New Orleans, Loursiana, Janu-

+ evaluation are y'etQO be developed. | ary 911, 1974 ' , ¢ -

8. J)eadershlp in“the orgamzatmn of an effgctive
patient advocate system. The™ Amencan Hospital
Association (1973 § has, reeelltlyrpr()posed a model
“Patients Bill of nghtsﬁ' While this was an |mp0r-
tant advance it is only an empty public relations ]
gesture unless stéps are taken by the admunistrator 0 Smuth, Keith (ed ) 1976  Consume
-insure that patients understand thewr rights and™ | Health Care .Fogarty Inteinaional \Center ¢y on

. drker AW 1973 Thé dimemsions of primary Lal'é,
Bluepnnlh for change. Paper presented to the Sun Valley
Forum On'Ndnllondr Health, Swn Valley, Idaho, August -
1973 ‘ . T

. havé€ recourse to a procedure for assunngwse Preventive Medicine, Vol 6+ WashingtonetC . US Gov- *~
rights. - oL . ernment Printing Officet
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Primary Health Care is defined as “an organized
delivery system that accepts responsibility to care, for
all residents of a-defined community who wish to use
its services,” The physician is but one of a host of
health professionals » who share this Fesponsi-

cal educauon When one recoghizes that primary
cage/ s delivered by private practitioners (78 per-
cent), OPD’s (ggpatlcnt dgpartments) and ER’s

(Emergency rooms) (18 percent), and Health Main~

tenance Organizations (HMO’s) and Neighborhcod
Health Centers (4 percent), it is hardly surprising
that the family practice (primaty cate) movement
is not a creature of the medical schools and teachih_g
hospga!s - .

three-fold: -
1. Family Practice—a passive accepmncc of an
outside initiative.
2. Community Medicine—a synthesis of prevcn-
tive medicine“and clinical medicine, in ‘scarch
- of the community., .
3. gidgalth Mainterance Organlzatlon (HMO)——a
“delivéry and financirg system that appeals .to
#.3 Family Medicine and Community Medicine
yor different but compatible reasons. A tenta-
tive concept at best, Kaiser notwithstanding.’
If these are indeed the current themes, what of the

-

future" .. v
The author c0nccptu‘xhzcs a 25-year forecast—
. Corporate primary care,

2. Foctsed on and based in the community,

3. Populations of 3,600 to 50,000,

4. Effective- patterns of mpaucnt antypccmlty
care,

Health care teams,

Community cepter carc,

7. Consumer policy input,

bt

c A

=
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’

The responses of agademlc medlcme have been’

»

" bility. Primary care is but recently a focus of medi- _

*
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visits for, primary care in

8. Comprehensive and stable finaacing.
Obviouslyy the planmng and capacity of it all be-.
comes critical.

The issué of management rps tothe fore. Ad-
ministrators of the future require— .

Kndwlcdge of 1he community and its culture,

2 Appréciation of zgcommumty board,

3. Freedom to circalate,

'4.0 Sensftnvnty to ‘'staff under stress,

5. Knowledge of labor relations,

6. Appreciation of data processing, c‘ .

7. Facility in formulation of obje es and

~evaluation, ® :

8. Knowledge of quahty of care, .

9. Apprecxatlon of patient advocacy.

With this portfolio, who would doubt that the ad-
ministrator of the future is the “‘linchpin” of the new
primary care system. .

Comment

Although broad in scope, Dr. Gibson's analysis of
this most critical area,is superficial. For this we must
thank him. To have provided both breadth and
depth would have reqtiired a tone which \#c -could
not have skimmed let alone assimilated.

I agree with most of the presentation—as far as
& goes. This well may be far-enough, given the very
lindited state of the art that surrounds our common
ehdeavors—be we in Preventi\(e Medicine, Pri-
mary Care, Community Medicine, or Family Med1-
cine. W *

A few comments, if you will, by way of emphasis,
as much as criticism.

“ (1) The data presented o? 567 million patient

969 bear' reflection.
While 4 of 5 patients. consigted private physicians,
only 18, pcr‘nt visited OPD's or ER’s and less than
1 in 20 utilized Neighborhood Health Centers or
HMO's. How could we investigate, -educate and re-
form the present in terms of opportunities for "
change, whil¢ writing the scenarios of the 1990%’
A nunterical assessment is but a beginning. What; '
if anything, does an OPD or ER really have in com-
mon with the primary care conceptualized by Dr.
Gibson?

(2) Family Practice needs. a definition beyond
“that which a family physician does.; Likewise, the
concept of primary care cannot long survive as the

+ outpyt of two’or more health professionals gathered

v
-
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together 1n the best interests of a patient, preferably
‘called a consumer or clienf. Admittedly, we have
time, for we have yet to challenge seriously someone
else’s- turf. But breathing room is not ecternity
Gertrude Stein notwithstanding, a family physician,

- is not a general practitioner.egg not a primary care

physician. -

(3) Courw' concluding description of the pri-
mary care system's administration of the future trig-
gered recall of a pet theory The changes withyn the
organization and delivery of health services are going -
to be shaped moré by the societal focuses outside
medicine per se- than by ‘the developments and in-
nevations within biomedical science and academic
medicine The Flexner Report was a cultural phe-
nomenon, admittedly with the help of orgamzed

medicine, but a socictal achievement nonetheless .

The actual reform bggan in 1848 with the founding
of the AMA .and was concluded by NIH circa
1950°s. When one recognizes that the Flexner Re-

port was covered on the front page of the New Yorh -

Times, societal readiness is obvious The lesson for
us 1s that if we loo'krﬁ'yb‘tf'l\»c may find more allics
in other social systerns than we will among our col-
~cagues 1n academic medicine. If you suspect, as |
do, that he who pays the piper, calls the tune, we

£} .

1y newther “state mediane,' nor sociahized mediane, nor
‘private mediae, but a combined publtc and privare,
effort for comprehensive health-are in every Amencan

communtts (Stewart, 1963)

For me; Community Medicine can be perceived func-
* tionally. as an effor merge medical practice with
public health “(u preventive medicine if you will),
followed hy—a>synthesis of this whole with the social,
s behavio al and systems sciences. This is what we
are attempting at the University of Pennsylvania.
We are making more progress with the merger
(with public health) than with the synthesis.
collaboration between the Department of Com<
.munity Medicine and the Leonard Davis Institute
of Health Economics of the Wharton School has re-
sulted in a Graduate Program in Healh Carc Ad-
mumggration. an interdisciphnary  Research and
Development Unit, and an Advanced Management
Program , An undergraduate® major 1n Hcalth Sys-
«lems 1s in the planning phase -
The C\llﬂlCdl Scholars Program commenced July
1974, and will focus.oh providing systems sciences
“skills to physiciars who hopefully ma become the

- Community Medicine specialists of the future, If

. . »
Count’s primary care admimstrators’ become the
hincApins of the'new system,-these men and women

might give equal ume to Aetna, Cenccticut Gen- , will hopefufly becorfic the strategists and arbhitects

cral, Metropohtan. and Blue Cross as well as_
ATPM, AAM(, APHA. and AMA. We in health’
arc 1+ a political process, i1¢. of, by dnd for the
PEOPLE -
(4) Fipally, a plu;_. for Community Medicine J
prefer the definttion penped byeWilliam H. Stéwart,
, (1963) ‘who will probably be remcmbcred
as thc last established Surgeon General of the
Uhited States. ' ’ :

14
the speciahzed ghhiowledee and Wills requircd in our
emerging system of medical services, awsysbem which

C

-

~ It could be quite 4 combination.
' i _ ' ‘\r -
. //-H '
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BUYSE:Let us now discuss the future role that
primary practitioners and teachers can play in bri
ing about change. Primary carc people can be a
very powerful lobby because of their unique posi-
tion in the community—the estcem, the prestige they
are almost automatically awarded. ™ v

FARLEY' The medical "education system plays
a fantastically important role in determimng the
medical care system. Much of the prescnt made-
quacy and inappropriateness of our medical caré
system mighe have been avoided had medical edu-
cation concerned itself in the pgst with primary care
issues. w

In a sense, that is why I left a primary ‘care gac-
tice. .After seven years of trying te find somebody
who wanted to join an exciting practice in a nice
area and really develop something. I ‘tealized the
medical education gystem said, “No, that's nonsense,
be a cardiologist, be a psychiatriss, be anything but
what you're doing, because that absolutely can’t be

ood medicine.” TrAmonally, we have.been train-
&f doctors in sophisticated hospitals hoping that
th the commurity's and the doctors’ needs dan be

doctors who-can meet the needs of the cofffmunity—
which includes speciajists and subspecialists—but in
rational proportions and at a logical level of care
rather than dominating care.” . N
Despite successes i1th our family medicine resi-
dency program and in spite of this workshop, 1 get
extremely pessimistic about the ability of. the medical
. education system to change. It is ggmonolithic- or-
ganization commutted to assive departments that
have minimal visjons of what society needs. For that

! matter, primary care coufd be as myopic as thj

>

if, for instance, it were to insist upon the solo
ergl practitoner as the sexclusive primary care
model.

KISSICK: We have one possible exception to
this pessimistic outlook. I have a qucstion for Dick
Baker, provoked by my constantly looking in two.
dictctions, * trying to find _Historical preccdence,

. . 3

ERIC . T

Aruitoxt provided by Eic: . -

forced to meet. What we should be $aying is, "Train -.

wh1le trymg to figure out the future. The Umvemtyh
of Washington may thC reshaped trat monolithi® *

ucture. ‘The seeret of the Flexner
ce of Johns Hopkins. Flexner, after criticiz-
ing everything, stated what should be done, and said
one group was doing it the night way. The Univer-
sity of Washington's strength 1n family medigine ig
incredible.. Itvis a young school, it js an exciting
school, and its biomedical research faculty can stack
lp against any medical school’in the country. Is
anybody writing up the story,.the case hlstory of
what it is? How- it is happemng" We rcally learn

From such a prototype.

«+ + BAKER: They are writing bits and picces about
it,sthe imtial go with the track system, which is the
cornerstone, The school decided® to have a track
system with family physicians_as one of the two
wlinical tracks. The disector implemented these de-
[cisions, and the school has been built in that kind of
“atmosphere. ’

STOKES: To affect social changes two things are

#necessary, and the Flexner report gives an example.

First, you need a working model, and secondly, you’

need a salesman. Ralph Nader is an ¢xample of
both. He gets hold of geod mousetraps, and then he
“sells them. Now, you know, the University of Wash-
ington isn't going to have an impact o American
academia unless it is sold. Just the fact that it is there
is not enough.

* WALKER The isspe is. How d(/c bring about’

- change” The mammoth amount of Brain power avail-
able 1n academia and 1n medical schools is’ some-
thing to be tapped. ‘And yet, it is pointed out that
‘by their nature 'most medical schools are poorly
suited to serve as change agents—the deans have
relatively little power, the departments wherein the
" power rests see their tarf threatened by each new
_ idea. .

The effect that a regional health authonty such
as that proposcd in the Rogers-Roy-Hastings bill
might have in changing the direction of medical edu-
catign should be considered. Presumably this would

¢ from a mix of consumer and provider input
in deciding the nceds of a parucular area. -

GIBSON Scvcral brief responses to these com-

*#ments and questions. Firstly, I fully agree with Dr

Kissick's earlier point, that the pressures for charge
in the medical curriculum are gding to come from
outside the medical profession and its .institutions.
The famuly practice movement is here becadse. of

IR « 109
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Cong:esgand State Ieglslatures, no thanks really to
the AMA or. the AAMC.

Secondly, regionalization, Pere the medical

- schoo] will play a key part in a larger system, em-

phasizing the importance of producing physicians to
meet the region's needs. While' nQt explicitly stated
in the regional health authotity bills currently being
donsidered in»Congress, 1t is nonctheless implicit in
theee bills.

Finally, while there is currently much emphasis
on consumey 1nputs to health planning, the potential
primary physician’s role in the current and future

cadre of change agents is an important ‘one, This

. physician role will, however, 6e different from the
traditional one. Hopefully consumers will not auto-
matically accept physicians’ judgments simply be-
_cause they are _grateful for the ‘physicians’ presence
“in the community. .

SMITH 1 commend Drs Gibson and Kissick on
their analysis of management and organization and

L the changing role of the private and public sector in

our health care systems—it looks very colorful The
problem  with this whole congept is ineseeing- where

the minonty, or where specificallv the black indigent*
y p ) g

patient, fits into all of those changes. For instance,
I can see some real problems with tite HMO model
* In fact, 1t has been said time and time again that -
HMQ 1s not dcs:gned to support indigent patients
Only a muddle class type chientele can understa

the model. can afford its scrvices, and can partici-

pate 1n consumer boards, ctc , if it 1s to work at ail.
No system, the HMO or any' others disgussed here,
has taken into account that in dealing with the in-

digent minority. *usually black population in this

country, you are dealing with some real mual evils
that do not exist 1n middlc America.

First, you don’t have the consumer sophnsmatlon
that is assumed when you speak of a patient bill of
rights and of regienal planning or community health
center advisory boards You haye a few radical at-

"tempgs such as the Saluda group and the Black

Panthe group out in Californma, none of which ever
really got a foothold en any type of system for de-
livering health care. .
Secondly, there are the discriminatory practices in
providing medical services which are so familiar in
our socnety, particularly the cities 1 ilustrate this
by way- of anecdote. | modnh_ght at DC General
Hospital as medic® officer n charge during the
midnight to 8:00 a.m. shift Invariably, T receive
calls from other hospitals, usually unichu(Tcach-

ing hospitals, to transfer acutely 1ll patients to' the
public hospital. My-questions are, “Why can’t you

. treat the patient there? Why run the risk of the pa-

tient, dying in the ambulance coming to D.C. Gen-
eral?”” The response 1s usually, “Well, the patient
doesn’t have any insuranceg’ or “We just don't hgve
any faciliie$'to take care of patients like this.”
recent cases—a womap with an incomplete abortion
and hematocrit, 19 years old, andther sufering from
acute appendicitis with unstable vital signs—are a
good illustration” of what I mentioned previously.
Findlly, I would mention the lack of physicians
willing to practice within indigent yommunities,
both rural and urban. The popular notfon of filling
stich gaps with physi¢ian assistants is naive. In areas
where “medical problems tend to be most severe, it
is hardly appropriate to look to paramedical per-
sonnel to provide solutions. Again,

Two *

the physician .

-

assistant concept is one_more suited to supplement. -

, the health maintenance type medical service needs
.of middle class commugitigs. E
In summary, these and other problems afflict the

black community. We haveuto go back to the draw-

ing boards atd do more ‘resgarch on how fo solve .

some of these problems. They are not the: same
problems of middle Améumca. If anything, they are
more a&&in to health care problcms,ofiihel indigent
populations of developing countries

GIBSON Dr. Smith bas ralsed some very crucnal
1ssues - =

© The gékeral rcorgamzation of our socjety and
Iberation of the black community is critical®and how

" this is going to be done 1s another long matter which

obviously we cannot begin to touch at this time.
But the whole economic basis and self-determination
of the black community 1s what will ultimately be
the crucial determinant, and not just a temporary

. solution. Until th‘i.s happens, there are some things

.

that can and are being done to alleviate some of the
particular problems of migerfties in dealing. with,
the medical care system _.__'. . . .

Most important,.cach community can develop the
sophistication to effectively participate in planning
«for its medical services. Therc are many shrewd
black consumers now as a result of spme-ofthc OEO
neighborhood center ,days. There aré some ,very
" {mart people now around Mound Bayou, messlppl
For example, thé Farmers’ Coop has learned a lot
about .bureaucracy, as has Charles Evers, in Fay-
ctte, Mississippt We will- find that an mncrtasing
number of black politicians and  theig -staffy—the

.
.

Iy
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,Black Caucus' in Congress, for instance—have now
acqaired the power t‘o egin developmg some of

. these things. " ° :

Lo

Further, a -true nauonal health msurance pro-

gram should provide equivaleny- ablllty among all-
-, parts of .our society to, puichase medical care. This
is crucial and it should do away with many’of the
inequities, such’ as the .Oone cited by Dr.- Smith,
which result from our present system of ﬁnancmg
medical care. . - .

SCUTCH‘FIELD It takes mofey to change 2
".system resulting from such inequities.. Dr. Gibson’s
comment abouf,2 national health insurance which

°f

**would enable people {o*buy decent health care 'is -

. . probably the only way it could be done. The same
is true of bringing about change in the medrcal :ed‘u-
.cation system. Money will always talk. Tt will berthe ,
‘only thing thay talks. When there are {unds, avail- |

* able for' famrly medrcme in 'the HEW budget;.as
proposed in the various: health manpower bills ‘in |
LCongress, tHen these departments will mowve.

/. KISSICK: The issue is change,'and the qugstiorr

A Iaverage——'wﬁere is it. whatis it? My answer is

¢ economics.

Our. percentage of Gross National Product ex-

.; pended for health is now, 7.7 perce‘nt It is $94 bil-’

““lign (FY 1974),-and projectionsdor 1980 are i’

_ ‘excess of $200 billion. This would be 5pprox1mately
9.8 pereent of the Gross National Prodqct——one out.
of every $10 worth'of gdods ¥nd services produced!
.This is the, upper limit, we cannot cross it. Not be-
cause of anything “going on in_ the- health .imdustry,
but becduse the othér secfors .of socey cannot toler-

T

L

£ “put a lid on the dollars going ito thé phy

.ate |t The portions needed for’ housing, food, ¢! oth— .

LA

e

ing, “education. transportation. etc,, add up to more
than 90 percent. The needs- of socrety excced GNP.

A study done a few ycars ago pomnted out that by

? 1980——accordmg to current trends—we would nced

25 percent in excess o\f GNP to meet our societal -

, needs. Obviously, we are going to,meet some; some

,  wé arg not. Here we get into poltical decis,jonmak-

ing, dealing Mwith what Saward Talls a “closed
budget.” ' ‘

In tite midst of this we are' going, to find an in-

creasing presence of the corpordte model. An HMO

.

_ There is a proposal by Leonard Cronkjte for a de-
centralized franchised family physician, with support
services in Lterms of mformann systems, billjgg, an;
cillary héalth manpower, ¢tc. There are si uandns
when a doctor needs one and a half nurses. You

‘could be one cotrporate* model; Harvard has one..

s

L | 125 '
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can't hire that way, but if hicinf on a corporate

basis, .you gan hire ‘w nurses and speéad them

across 350 situations. “Fhe eorporaie model approach
is economically - vmble and it will be used in the

Kealth area. ' . : .

Consumers will play an m’rportant role in Con-

gress’ decisions of legislation jn the health area. The

Rogers-Roy-Hastings national health planning bill

propeses to create a council of health advisors out
" of the Council of Economic Advisors ir the White

House to determme priorities, allocation of re-

sources, and other such matters. Priorities would be

determined ‘by a Iooly at the whole problem, and-
'regrorl,alrzatron would create health service areas,
which would be viable ,and valid in time, but the
way 1t is presently structured, it would not work.

The decns‘lonmakmg powers would be potentially so

great and the pooling of funds so tMreatening 1o

many - people in the health sector.. The bill states

that.if 18 a specified period of trme the geographic
areas are. not designated locally, the secretary shall
designate them. It seems that the bill's main pur-
pose will be a provocation of consideration,.a de-
bate in dialogue.

SMITH: 1 have a guestion, for Dr. Gibson. When

. California lmplemensed a program to control the™

cost of MediCal, is’it true that the cost for the State

did not chiange significantly because the money went

into such areas as admmlstratron third, party cog:

tracts, etc.?

GIBSON- Witen the MedrCal reform was passed,
~ 40 additiona} clerks were hired to admnister it. It
st€ians'
pockets "and spent them, elsewhere with no real
savings. | .

S,MITH 'Woyldn't this be true, with national ap-
Jproach, alluded to-by Dr. Krss(k" Are we really
going to stop-the escalation of the cost of the product
by changing 1t into the corporate stream?

KISSICK: A corporation does not necessprily
have to'be national; it can ’Pge local or regional. The
United States will not approximate the British Na-
tional Health Services. It is-one large V.A. Stop and
think about it. It is not consistent withyour idéology
and the way we do thmgs it wouldnt work if we
tried. Our approach will be differen By corporate
I mean that there ire other aspectsfto the delivery
of medical carc than those deemell important by
members of the medical profession. who do many
thing meﬂ‘igrently and ineffectively, often at cxorbi-
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tant "cost. Corporations take time and enen{to
ferret_out these things. The physiciap will not be
subjuéated by this. He can have an even greater
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effectiveness and professional satisfaction. This
should apply equally to the teachers, practitioners,
and managers of the medical care of the future.



SUPPLEMENTS _ v

) As_an outgrowth of informal discussions among syrfiposium partici-
pants, certain important points of view, which were not amply covered
in the *original deliberations. were identified and subsequently. short

-

papers on twq of these issues were writte

The first paper, by Drs. Payton and Smith, both.family practice resi-
-dents at the University of Rochester, provides a systematic and rea-
soned analysis of those aspects of preventiv and communitygmedicine
whjch they deem of particular importance %) their primar‘e prac-

tice. They offer suggestions for integrating such teaching inﬂ) the””

primary care training setting. . N

The second supplement. by Dr. Falk, focuses upon some special
problems of women and members of minority groups#n entering the
mainstream_of the medical educational establishment in this country.

Attention is drawn to the experiences of Meharry Medical.Schopl in

developing community medicine and primary care teaching resources.

The paper includes a brief social history of some roles and concerns,

of public health: women‘, black. brown, and native American health

workers our society. It presents these questions as social policy
issues, anz.therefore requiring legislative and administrative attention.

.

| n and ‘Submitted to the editor,
" They are included as supplements to the symposium. - - ¢
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P VENTIVE/COMMUNITY :
EDICINE ROLES IN PRIMARY

CARE EDUCATION—THE FAMILY

PRACTICE RESIDENT’S PERSPECTIVE

‘C Payton and S. Smtth'

Bz}CK.GROUND
The results of two decades of Federal subsidieg 1n
medical ®ducation are well known. This country has
experienced improvements {n subspecialty care

* previously unmatched. In the early 1960's students
_for the first time either felt the lack-qf opportumty

* or ventused the impudence to point o

ecause the movement lmually deal; with ‘social re-
_sponsibility in areas such as equal voting nghis (the
‘freedom rides of 1963), the movement “became

- known as comsmunity health. Though Richard

Wemermaa George Silvey, and others had writte®

about socioecongmic concerns in health, it wasn't
untit the §1xues%at health professionals genesally
accepted the causal-relationship between national

. . politics and indmxdual health and welfare. The ma-

jor stimpius did not come from our ntellectuals in
the education establishment; it did not come from
practicing health professionals, it came from stu-
%ents' Since the mid-sixties, over five thousand
e

alth science studeqts have parucrpa’(ed In projects -

sponsored by SHO (The Student Health- Orgamza-
_tion), SAMA (The Student American Medical
Association), and numerods local collecuons of ag-
gressive,  innovative students.
Some of the lessons learned by these students are
lmportant in understanding the present thrust®to-
——ward primary care and why-thé disciplines a
preventive apd community health are integrally re-
prl‘h}'l]ary care.
First, the trend toward subspecialization- took
care-givers further and further away, from their con-
stituents. This was truc at the mterpersonal and

geographlc levels. The more acculturated physicians

- . o

. - ‘

how is0- »
_« lated they- were from basic sodﬁ:tal needs in health.

became during theit_nine or more years of hlgher
education, the more}

bors. Maybe it would be better 1o call this “decul*
turauon * from society's point of view. The need for
* #acilities and technology also took practitioners to
major population centers, making care unavailable

" to vast segments of ouf population.

Second, sfudents . witnessed the abrogauon of
medicine’s responsibility to family and commumty

It gradually “became more difficult for families to -

. find a single locus of care for all of their meinbers.
Though rarely trained for the task, the vanishing
~general practitidner, becaude of his _relationship
with most members of any family, wds able to recog-
nize and respond to the “preblems that cause indi-
vidual illnesses among reélatives and within the

commumty Because this physician ‘in ‘many cases

served in various civic gctivities, he was able tq
either stimulate the development of public health
services or initiate and coordinate the provision of
these services to“his patients. The authors would
prefer to avoid the word “patient” because it is
iliness-oriented and carries the connotation of de-
pendency. Since it is* generally accepted we will

. continue to use it, however, With the “uaderstanding

that it describes the relationship between health pro-
fessionals and all of those clients or ponchents for
whom they feel a stewardship responsibility as aptly

) deﬁned by JohngMillis (1966).. -

Third, .it became quite obvioas that the explosion
of health knowledge made it henceforth impossible
for comprehensive care to be delivered by a single

practitioner. The consequence of this has been the

rebrganization of manpower intp teams of personnel
dependent on sophisticated measurement tools -for
,determmmg health needs of individuals and of
population groups They have demanded the use of
canstantly improving, methods’ ior patient mforma—
tion storage and retrieval.

Lastly, this generauon mherited the legacy of
ever-increasing costs for the multitude of services

now available and an appropnate public “concern "

for the quality of care that is given. Because of these
pressures today’s physicians must be more aware of
new organizational concepts which wi|l promote
greater efficiency. Th»rough such ‘innovations as

"POMR (Problem Oriented Medical Records), stu-

dents cah gngage in personal and peer review.

¥ .
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possible it became for them.
_to fegl the experienges of their patients and’ neigh-
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CHARACTERISTICS OF PRIMARY CARE

. 'Y C

the 1uthor\)enl should be part of primary care drain-

A discussion of the kind of preven{we gealth pro- * ing  Postgraduate éxpericnces are not gequired~ In

grams fundamental to primary care tramming should
be preceded by an analysis of primary care nceds
and practices. The parameurs we will use are not
new, but their restatement =s essential.

Quality of care is an overriding eoncern which
recipients can assess for appropriatencss’ and ac-
ceptability, and which practitionérs can assess for
scientific competence. Frogm the consumer’s stand-
point, the application of limited health resources
mustgespond to priornty needs. A.means for estab-
lishing priority must be available’ to those planning
health services within 2 community.

Comprehensive care 1s an 1ssue within the primary
care level as well as between primary. secondyry,
tertiary levelg”of care. Practitioners need a bmader
view of health than the classical “medical model”
wheh typically relies on an organic failure to jushfy
therapeutic intervention There are two conggpts that

need modification First. that causal factors must be

organic. More attention shoulgbe gnen to environ-
.menta] factors. such as istrial
predispose to physical injury apd illness. and to socio-
gconomic conditions, which influence emotional well-
being. Secondly. that practitoner involvement necd
only be directed at negative deviations from normial
health indicators Antismokipg and pollution cam-
paigns arc examples of our lm;:f cfforts to actually
elevate our normal health staifards
{Cortmiuty of care 15 a concept oftgn attached to
the intensity and longevity of paticogleovider rela-
tionship. Indecd. for some populatic an ongoing
relationship with a*limited number of providers 15
an elemcm of acceptable care  Intustively. 1t also
.seems reasond ¢ that this v a more rewarding ex-
perience for many p%uoncrs These are subjee-
must not be disregalded,
but more critical to the theme of this paper is the
more objective correlation between C()ntmun_\‘und
quality care. In this arca. continuity can be cstab-
lished between a-hcalth system and the individual
. client or commurity To accomplish this. lhe’mcmor)
function must become mere mechanical The meds-

“ cal record is the heart of the health system’s opera-

tions. Records must be complete, casily snterpreted.
. and readily avatlable to all the providers within the
system. .
CURRICULAR OUTLINE _
Below 1s an outline of the ponclinical clements

"ERIC . | .

.

hazards which-

fact. many could and should be part of the medical,
nursing. and other undcrgmduates primary .care
onented e;juc,mon 7

‘Problem Identificatiop .

-—Survev and mmplmg technlqucs .
—Us; of medical records’ to mdlcate cx15t1ng
major problcms

fe\entne Care Desngn -~

—Assist 1n crcau‘ng health maintenance program
1. Cost effectiveness
2 Patient monitoring system
3" Internal research protocol ¢

[

Quality Care : -

"_Pcer review mechansms )
—Record system for ease of asscssmem (%ofmdre)
—Use of flow charts ! °,

- .

Continuity and Comprehensiveness "o

. .

—Sy stcm-buuenﬁﬁtcrfac‘cf (where, when)

—Mecdical recards to aid cach practitioner .

—Style o‘f’teum practice ‘ .

-
.Community Llements .

—Enviranmental health
—-Industrial health .
- School health .
—Public health education
-—S«zcmr SCIVICES

Organizational

‘—Regionalization
—Financing mechaniims -

INSTRUCTIONAL METHODOLOGY  °

'

Problem 1dennification 1s a fundamental skill that
all health workers develop to a greater or lesser de-
grec® For most, it 1s imited tachmeal disease orenta-
ton. The teaching modet in primary care should
give ¢ more catholie view! suimulating practitioners
to probe for cnvironmental and gocial causes of
disease gnd determinants of care within this com-
munity '

The ntroductory  statstics courses  in hedical
school usually lack relevance for students, and prac-

N . .
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tical tools are usually forgotten by the time one @p;

proaches active practice. Working’ with consumer-

boards not only provMes,input on problem prioritics.

" but represents-a significant first step at health edu-

- rect observation. In this and other confexts, trainces

cation. Both these areus are potentjal for direct - -

volvement.of preventive medicine faculties: Primary
care trainees would learn by participation and di-

. would work under the direction of preventive medi-

'

cine, constructing and carrying out survey and
samplimg procedures that .havedirect pertinence to
the service institution in which they work. Preven-

tive medigine can also work with trainees 1n the de-

sign of record systems that, not only”aid in the
clinical practice, but are useful- for 1dentifying prob-
lems of populations. Our bias is that Problem, Ori-
~ented Medical Record (POMR} 15 the heart of the
" system. Methods must be developed for abstracting
and storing this data for the individual persons and
practices Facules must be famihar with various
approaches, such as “E” books (Eimerl. 1969) for
coding dmgnoscs This mll enable them to gne
primary care providerg an understandmg of their
.usefulness \
. Preventive ®medicine should alko have a cniucal
role in the move toward an eflective health mainte-

nance program. Epidemiologisty and statisticians’

should collaborate 4n providing us with the morbid-
“ ity information about various modes of intervention
For key 1llnesses we must know whether to rely on
nsk factor information to provide pre-illness serv-
ices, make ntense efforts .at early acute diagnosis,
and treatment, or postdisease rehabilitation. In-
structors of primary care trainees can help interpret
the available hterature on morbidity. and mortality.
cost effectiveness,” and systems design for patient
momtonng These tasks can be duomphshcd by as-
sisting in the design of such actvities for the model
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careful studies on the variety of organizational sys-

“tems now in ¢xperimental phase should be made.

Preventive medicine faculty, besides desigmng apd
conducting these studies, should give new practi-
tioners information that will help them change to the
style of practice that best allows them to meect a
combination of professional and public needs.
Surprisingly, community héalth at the under-
graduate level is often taught by departments other
than Preventive Medicine. Stadents are introduced

to various health care settings without knowing how,:

to interpret their observauons and how to assimilate
the experierice in' a meaningful way The issues that
need to be raised with students include superficial
descriptions and evaluations of the population re-
cuvmg care, resources avarlable, either publicly or
prwau..l_\, and the organization of resources as it in-
fluencgs the pattern of care Because community
health 1mplies concern for problems of population
rather than individuals, the bulk of services in this
area have been gederated by preventive medicine
and public health types. The specific services that
will continue to fall in their purview includeenviron-
mental and industrial hcalth. Primary care provides
an excellent opportunity for practfioners to work as
teant members, with public health and social service
officials, By learning to communicate at this level,

15 possible to most effectively approach those heatth
needs of individuals which require intervention in
9()CiOCCOn(')mlC systems/institutions  Though- pri-
mary practitioners will probably not intervence in en-
vironmental and industrial health, they will share the
responsibility for identifying and reporting health
problems 1n these arcas. Meeting the need for pub-
lic awareness and compgtence 1n self-carc and carly
disease detectior will require combmed cfforts by
primary praclmoncrs and their community health

. collwgucs Some of the content and methods of de-

, practice units in which _trainces works providing _lvery could reasonably, be taught by public heaifh
[

syllabuscs with appropriate hiterature, af conduct-
“ing seminars for tramnees. /" e .

Quality review may not bc a subjcct to which

educators. ’ .
‘Another area in which the measureinent and dg-
sign tools used in preventive and community health

preventive medicine addresses atself directly  Its. ., are of value is in developing conununy at the

contnbutlon to better record systems and momtonng
programs can significantly improve the effectiveness,
howcver, with which PSRO’s and other such ageneies’
can operate. . ‘

The .authors sce comprchuism. carc as an 1ssue.
mainly of the organwauon of services. Since medi-
cine has‘passed the landmark when it can meet the

- full breadth of health needs as a cottage industry,

v - /
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patient-provider interface.

*The cvolution of practice over the last decade
has diminished the conti'nuity that is available
through petsonal interaction between the pagent
.and an individual practtioner As physician part-

.nerships increase; the role of the medical record and

team mmmﬂmumons becomes more crucial. These

sare purported ta allow conpinuity to fxnst between
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a patient and.an istitution, Howevcr litfle infogma-
tion exists about the adequacy of these substitutes
and how their value is optimgized for the institutions
that choose to go this route. Such evaluations
should be an ongoing activity of model practice
.units in which primary . practiti'oners tramn. Once
again, the role of preventive and community health*
is woMing side by side with trainees 1n aco(Ymphsh:

*ing this goal.

The remaining curricular goals deal with macro-

In summary, the authors’ expectations of tcachérs
of préventive and-community health are extensive -
They are no more unreasonable, however, than the
demands made of other Jdisciplines to move from
the “pure” to “applied” sciences in proyiding pri-
mary carc. We invije them to join the coming

"revolution in medicine.

4 B .- R

systems and the determinants that will shape the - > ’ .
overall structure of health care in the future. The QEFERENCES ‘ .
major emphasis of recent legislation has dealt with

the *regional organization, of services and the re-
structuring of health financing. Community health
faculties are usually the most informgd rfiembers of
Fhey can serve as the
nucleus for periodic seminars that give tramnees an-
overviews of such issues as comprehensive health

planning, regional medical programs, National _
Health' insurance, and prepayment systems.
’ . ’

‘e
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‘MEDICAL~EDUCATION .

FROM THE PERSPECTIVE ‘
OF . MINORITY GROUPS—

A SOCIAL POLICY ISSUE

’

,Leslie Falk

BACKGROUND

. Dr. Robert Berg urged us in our discussion of .
social policy issues to bring up some “here and now”
examples, s well as some long tetm ones. This
discussion will include that effort.

¢« We have established by now that primary ¢are and

tommuynity medicine are “in it together,” " even

though they are separate disciplines. But what is the
“it”? Do we define “it” the same way? The specific

social meaning of things at the social policy leyel has
to be described at this point by some examples. Both
the family practice and. the preventive medicine

movements have had great difficulty identifying with®
black, brown and red people, women and poor white

populations, at least from' the viewpoints, beliefs afnd

cultures of those “minorities.” We need to under-
stand this historically. We have to deal with ffe role
of women as healers, and the nature of the healﬁl in

our minority cultures. What has it meant to gét an

ediication ig a white, male-dominated medical schpol

system in th¥UnitedrStates? What were the problems

of the two black segregated schools—Howard and’
Meharry? What abeut the small group of minority

« practitioners who did develop? Are there great re-

sources of talent in the minorities which can pe

tapped much more than they have been in the past?

If so, can they get past the defeating behavier 'of

some medical school faculty members? In short, how

can we of the white-dominant, group “turn our hear-

ing aids” on better to minorities and women, and

listen to their vocabularies, their ways &f thinking

and acting? !
L/ct me speak personally now for a while.

Meharry Medical College
. Qcame to Meharry Medical College, a predomi-

i
- . \

- with the family practice ed

VO

nantly black school, seven years ago (1967) with a
regent background focused onhealth ‘administration,
health care delivery, occupational medicine, health
planning and the finapcing-of health services. I got
to these from antibiotics research and nutritior®,
interests (which led me into the preventive medicine-
‘publi Ith world). 1 then added medical soci-
ology and’ medical history as concentrations in the -
basic disciplines. “ '
Mgharry Medical School had a marginal image in
October 1967. The -big question was whether-it—- '
should survive, or whether it should “go out of busi-
ness.” These years at Meharry hffive demonstrated to
me the importamee of the black-led institution. Me-
harry’s keen ear for the community minority and
poor population’s needs, its efforts to work ¥fith the
consumer, and‘above all its faith and demonstration
that the black mah or woman can become a good
doctor, are precious attributes. Fortunately, it is be~
yond the bootstrap-raising level now,and becoming
a first-rate institation.
An Office of Equal Opportunity-financed Neigh-
borhood Health Center, now called the Matthew
Walker Health Center, was built in 1969, the first
major construction at Meharry sinceé 1931, This is an
~important fact for some of those who may have for- ,
gotten the key role which the ‘poverty program”
played in that period. “Consumer participation,”
consumer involvement and identification, meant to
it, and to other medical schools, a fresh breeze
through sutffy corridars. - .t
We set up four family health teams, with
primary care as the center of the model. These teams-
serve an inner-city populatiop of some 40,000 peo-
ple, predominantly black, with some 12 percef\t low-
“income white, mostly very young and very old. The-
term, “family health team” meant, at first, & mix of
?y_siéians, nurses and heaktly workers working in’
n-room suites. Primary care physician meant either
an internist or a pediatrician; family medicine physi-
cians had not appeared on our scene. In other words,
Meharry had not yet gone the route of identifying
tion movement. THe
initial expectation that some older general practi-
tioners might want to return did not occur. This - . :X
seemed to be primarily an egonomic fact, i.e., the
income which one accumulated was not competitive.
However, we promptly introduced the expanded
nurse role. The public health nurse who had visited
the ll in their homes, logically merged into the nurse

L4

- 119




r

D

»

ERI

s
Aruitoxt provided by Eic: .
»

Q

" 120/ Prevention in Primary Care

’

S
o

practitioner. In this primary care teaching role, the
murse practitioner does not practice independently
unless the family health team is without a doctor. She
is given more responsibility if there is no doctor, but
she is still supervised on the premises
In this setting, our clinical year medical students
negotiated with the healtlt center’s Consumer Health
Council to participate in the patient care activitics.
Students could not be introduced into the center im-
mediately because the community did not trust them.
Health center professionals and the faculty were
smart enough not t¢ push the 1ssue. The students and
the consumers the € worked out a successful
agreement, which has worked beautifully now for
five years. Since 196, P the Department of Family and
Comihunity Healthhas e a core rotation of six
weeks, with a contr6lled number of clinical year stu-
dents. (We also have a good deal of earlier core
time, 36 hours in the first year, and 72 hours in the
second year. So we are in a fortunate access situation
"with all the medical students.) At first, eight students
were assigned as clinical clerks to the Matthew
Walker Health Center, combining in one_six-week
cllmcal rotation the two ﬁglds of commumty med-
cine and prlmary medical care, attempting their uni-_
fication. The "educational goals dre:
competence,, understanding, the primary health team
and primary care-, provision; basic preventive
medxcme—pubhc health competence, community, di-
agnosis and commumty “prescription” (health plan-
ning or social action). '
We are working towards the - ‘same-time-same
place” 'kind of educational goal for the student
«health team Thus is terribly difficult as anybody who
has tried it knows A wonderful opportunity devel-
oped- from the beginning-a weckly family health
team conféerence, includmg all the health workersof
a family team and any students workmg in‘that tcam
At this conference someone gives apn on-the-spot,)
real-life case, or a rcp()rt‘(b)n a patiént-case or an
epidemiological, health care organization, health and
human values, or biomedical ethics case. .
» In 1972, an n-campus _ health. care delivery
model, the “314-EX Comprchensive Health Center,
was developed. It serdes a second defined pepulation,
and,includes patients from the rest of the predomi-
nantly black neighborhoods of Nashville- A Childrerr
and Youth program and a Community Mental Health
Center, which are part of the organized ambulatory
team mode!l are alsé on campus. All ambulatory
servicgs have been transferred to' these new build™

counry,
%ru:mn&~
1dentifie@ thg‘ health problems, he‘ﬁtk rights, .and

ings and new models including a private practlce )

group.
About half of the students now have their precep-

tor placement_in off-campus arrangements. One is ~

an cpidcmié’fg placement’ with. the Tennessee
State Health Department located in Nashville; an-
other is tuberculodis control. Organized health care
delivery systems are used in areas such as Jackson,
Miss., Chattanooga, Chicago, New York City,
areas such as the Lee County Cooperative Cliftic,
Marianna, Arkansas, and the Moynd Bayou, Missis-
sippi Delta Health Center where we have attempted
to build on what they and Tufts, accdmphshed Spe-
cifically, we are developing a broad “educational
program as part of an area health program centered
at she community hospital. .

Tuskegee 15 another examplé qof Meharry area
health education rclatnonshlps It has emerged ‘from

" the days of segregated education when it 'was neces-

sary that black residents go to places hke Tuskegee
It Ieft behind dozens Qf capablg physicians.who. were

willing_to teach, The Tuskegec Area, Hgalth Educk'

tion Center rtprestnts another easy planning cnllty
in which to work. ’
The rural and the inner city shortages arc a rcahty

patient carc ~ which we experience clearly. Some of our education

involves the student and the resident in a listenirg-
to-the-corisumer session. A delegation is likely to
come jrr saying “Can yo#l find us a doctor?” How
you work with this COmmumty. expressing what it
thinks its needs are, is basic. We attempt to make a
commumity diagnosi< and prescription, toruld more <
closely what’s feasible, and give somg professioftal

interchrange on what the model* should bc. rather .

than the fruntlus EnOLkmg ourselves out™ task of
trymg to rccrun‘j sélo prdttlce doctor for a rural,

'
>

community, The xtent toﬂnch the academic unit t:?

stuglents, residenty and facu}ty ‘tan set up mbde
Wthh will influcnge students i .an- important high
prlorlty effort in r Ldqullondl program.

®A western Tenglessee project in Fayette and Hay-¥
" wood Counties, twq of th

poosest countics in the
Hm‘lttfx- ‘airs? with multiphasic
n(j followup ,of posiuy ‘findings. We

ides ¢

health services nceds. and the result is a community
center with one dbctor, one nur,ss practitioner anad
health” workers. . .
An example s ntc}mry to i ate how we
con®ne, and identify health and health services

needs. We discuss the differengg in the inner ity
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between identifying pulmonary drsease and +its re-
lationship to air pollution, td° person self-polluuon
throught the gigarette, and_ pollution relation to oc-

.cupatron These are all different levels whi¢h we try
< to relat¢ o primary care. For example, gsbestos is

prac’uc lly ubrqurtous ;dund us all, both in en-

vrronm%nl air and in oceupations, like heating and
ventilating. But is asbestosis, as a -drsease?\ It isNe

little more difficult to get people excited about smog’

control jn the inner city, particularly in a black com-

~ mu ty ‘Where rats ;un acfdks the street, and students

easify say, “Man, you're trying to put us off with this
kind of indirect political stuff. Where can we get on

-

smog?-You get te change Lhe/syctem s clean up
the rats; we hate them.” So we sa let’s give
g attentron to rat control. What ddés t mean 4n -

“Socia policy. Ultimately, the ‘“‘power structure”
(slum— ord influence and political process) surface.
‘I'*tfus mgtance, what s ¢he consumer's role, 1nclud

- ipg the citi2ens’ " health cour}grl if any” After it

."demonstrated a couple of times that a medical stg

dent delegation “didn’t get anywhere,’, e settlé
down with the values and efforts by whichsthey live

s Perr lives.

i hope 1 have given a brt.of flavor to the attempts |

v

—

of “family practice and community bealth, despite
their differences, .to feel’ comfortably at home to-,

'.gether It is easy, to shove Preventive Medicing-

Publrc Health Part II National -Boards under the

_ " noses of clinical students. as 4 netessary learning

objéctive to be. able to pracnce In“family practice,
patient cate competencies and family knowledge and *
skifls are the necessary objectives, W¢ will gladly

. » upply adetailed list of cdu’catronal objectives to”

‘
e

E

\
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> .
We are biased towdkd . ,;hc orgamzed prdctrce

teachrng model rather tha tow%Wo practi-
tioner model. We_haye so‘\t outthe organized

health feam delrvcry system,’ and, havc a series of

such arrangements—rural and urban Oneais an all-
whrte,‘four ‘dogtor (two malcs ind. two fcmales‘)
farmly practice group ina rural couniy seat an’hour’s
drive south’ of Nashvrl}c n Shel«byvrlle. TennesscsIk
The .courity, hosbrtal 15 across the’ road. We have
glven thfs model a high prronty I this case, the cur-
rent president of the, Tennessee Academy of Family
* Practice is a member. The .prac S
are “‘eager-beaver teachers,” and.
ield faculty preccptors n e
have a guide gogtainimg our cducational ob]cmvhs to

. help ouLAﬁeld ulty in evaluatmg students” .

- A )

Social History i '

In relating the historical development’ of .commu-

"mty and primary medicine. L will expand a bit beyond

this paper. Both ficlds have a historical advantage
in- that neither has developed from the | ‘gentleman
physician” (nonmanﬁal labor type) ’fr)l the 19th
eentury the general practitioner came from the lower
or middle class; perhaps hg was an apothecary, cer-
tainly not a learned “gentleman.” Public health, the
precursor to commumty medicine, was part of the

“reform movement.” It was involvéd in pmblems of

.contaminiteB Qukmg water and other such hazards. |

Both commumly medicine and primary medicine had
to face the pressing problems of daily life, .wih little
time to keep up with new research, gnd thus did not
always provide the best and Tatest services.

Women: Woman's role as midwifé progressrvely
bégan to lose 1ts legmmacy, particularly in the United
Stdtes Medicine has b&n male-dominated n_the
.United States historically and thls should' be undet-
stood, recogmzed and conscigusly corrected.

Black' Dastors: The black dor also has been-

_ discriminated against in the United States. By main-

\

tamning indepéndence and loyalty to the black
_race, Afri¢an culture was a threat and had to be de-
stfoyed ‘Slaves ceuld ot IegaHy become ‘@0ctors be-
cause it gave them the freedom which could be used
against their masters, and also it was dangerous for
pslave tp m(We-aroq,nd Temfessec is an example of
that which accurred in all the slave-owning States.
wo were enicted forbrddmg slaves to become doc-

rs. Life was vicarious and full of prejudice agarnst
blacks—free or slave. New York' abolished slavery .

. as 'late as, 1835. The Civil War and Emandpation ., .

Proclamation c_an\rc only, 30y
ceded and succeeBed by scgfidy

s later, both pre-
n, discriminition,

rage riots. and cxclusron‘of blacks from the best edu- .

catronal opportunitics. ‘ ¢ i
Brown - Healers angd ‘Native Americans, Another

‘example of drscrm}’ron éxists toward the brown

race—the Chitano-—and the: Ames#n Indian. The

*Chicano had the unavoidable mlgrant hea“,h prab-

«lems, the language barnier, and their superstitioustbe-

licfs about illnesses The Ameritan Indian also had’
his own beliefs abow 1llnu.s and well- bung The
medhcine man's role as healer 15 an aspect of 4he'
culturc of the Ihdian that should have been’ under-

_stood in_its context. Tt is clcar, of course, that the,

Persp;’cn've of Minority Groups/121 -
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J'Cldll()ng'llp of err& and dependency- 15 wual b

among these minorities.
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- Other Health Workers: In addition to the physi-"
cian—in prevention or 1n primary care—there is the
family health team. Almost automatieally, in talking,
of the family health team, the primary health team,
‘.. the préventive health team, one visualizes the nurse
. and other health workers. We must incorpordte into

our education actugl health team models. Role-re-

_lationships are crucial. We must give studénts op-
g portunities to learn the right models, as’well as the
‘an 'Wrong,’ el of the declining, isolated practitioner.
1f weptg(r:? only one model we can sIdtv the-future
in fayar of the status quo
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Qur research in’ heallh services can help clarify
-the eﬁecllvmess and lmprovement of these models
for health service delivery. For example, can we con-
- firm ‘that’ the pagient counseling and education role
ully done by nurses than by physj-
cians” Thére dre some. leads ingthe health services
pesearch lneratpre that thistis a fact. For ¢xample,
diabetics "understood and remained on ,nurse-
explained diets better than ot M.I-explajned diets.‘
Thus, we tust evalugte both Is and contents,
considering patient satisfaction and health mainte-
nanle, as well as diséase and treatment specifics.
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